DOCUMENT RESUME 



ED 128 977 090 978 

AUTHOR Kakalik, J. ; And Others 

TITLE Mental Health and Mental Retardation Services in 

Nevada. Executive Summary. 
INSTITUTION Rand Corp., Santa Monica, Calif. 

SPONS AGENCY Max C. Fleischmann Foundation, Reno, Nev. 
REPORT NO R-1 800/1 -FLF 

PUB DATE Apr 76 

NOTE 81p.; For related document, see EC 090 977 

AVAILABLE FROM Rand Corporation, 1700 Main Street, Santa Monica, 

California 9C406 ($5.00) 



EDRS PRICE MF-$C.83 HC-$4.67 Plus Postage. 

DESCRIPTORS Alcoholism; Community Programs; ^Delivery Systems; ^ 

Drug Abuse ; ^Emotionally Disturbed ; Exceptional Child 
Services ^ *Health Services; Identification ; Medical 
Services; Mental Illness; *Mentally Handicapped; 
^Needs Assessment; Prevention; ^Program Evaluation; 
Program Planning: Psychological Services; 
Pehabilitaticn Programs; Residential Programs; 
Special Education; *State Programs; Vocational 
Rehabilitation 

IDENTIFIUF.S Nevada 



ABSTRACT 

Summarized are the findings and recommendations of a 
2~year study of all major services and service delivery systems in 
Nevada for persons with mental health disorders, mentally retarded 
persons, and abusers of alcohol and other drugs. Considered are the 
following areas of basic service needs: prevention of the mentally 
handicapping conditions, identification of the mental handicaps, 
direction to appropriate service providers, special education, 
treatment for mental health disorders, developmental training and 
other services to ameliorate the effects of mental ret:irdation, ^ 
alcohol and drug abuse treatment, medical care, vocational services, 
residential care, and income assistance. Described is the research 
strategy which involved taking a comprehensive view of the service 
system and the population served, estimating the si2;e and service 
needs of the mentally handicapped population, and analyzing the 
characteristics, of all Nevada service programs for meeting those ^ 
needs. Considered are the objectives of participants in the service 
system and dimensions on which to measure progress toward the 
objectives. Described are problems with the current service systems, 
and presented are recommendations for resolving those problems, such 
as the following: allocate special education funds by specific 
handicap and enforce current standards, establish rehabilitation 
houses for rural alcohol and drug abusers, provide vocational 
education for emotionally disturbed youth, and establish health and 
developmental screening of new school enrollees. The 71 
recommendations are presented in tabular form by degree of change 
needed and by area of basic service need. (IM) 
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PREFACE 



In the summer of* 1973, as a result of* numerous applications for grants in the 
field of mental retardation, the Max C. Fleischmann Foundation was considering 
having a research organization conduct a study of" mental retardation services. In 
the fali of 1973. the Chairman of the Mental Health Care Facilities and Programs 
Subcommittee of the Nevada Legislature inquired if the Foundation would finance 
a broad study of the mental health and mental retardation service system in Neva- 
da. The request received the support of the Director of the Nevada Department of 
Human Resources. Asa result, the trustees of the Foundation elected to broaden the 
scope or' the study to include all mental health and mental retardation services and 
service delivery programs in Nevada. 

At the invitation of the Foundation, The Rand Corporation applied for and was 
awarded a grant to conduct such a study. After the grant award, The Rand Corpora- 
tion conducted the study independently of the Foundation. All inquir concerning 
this executive summary or the main text of the report, and request or copies, 
should be directed to The Rand Corporation. 

Rand rep)orts do not necessarily reflect the opinions or policies of the sponsors 
ol'Rand research. The Max C. Fleischmann Foundation is not responsible for the 
findings and recommendations of the study, and therefore this report should not be 
construed as indicating what action, if any, will be taken by the Foundation based 
on the information and recommendations contained herein. 

The study, conducted over a two-year period ending in early 1976, describes the 
current status of services and service delivery programs ^ four different groups of 
mentally handicapped Nevadans, identifies major prob. with present services 
and programs, and recommends solutions. The overall goa- ' furnish information 
to the Max C. Fleisclimann Foundation, to Nevada official., id to the public, on 
what can be done to improve the quality and quantity of mental health and mental 
retardation services in Nevada. 

This is an executive summary of report R-1800-FLF, Mental Health and Mental 
Retardation Services in Nevada^ April 1976; this summary has been issued for the 
convenience of people who might be interested in the findings and recommen- 
dations, but not the details, of the study. 
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ABSTRACT 



At least 11,000 people with mental health disorders, at least 11,000 mentally 
retarded people, and at least 44,000 alcoho. ir drug abusers needed some type of 
substantial service in Nevada in 1975. This report summarizes the findings and 
recommendations of a two-year study of all major services and service delivery 
programs for these different groups of people. It describes all major public and 
private programs intended to meet their needs, documents problems with services 
and programs, and presents recommendations for improvement. Over 60 Nevadans 
were given the opportunity to review and comment on a draft of this report in early 
1976 (including people responsible for every major existing service program) and to 
update material where any major substantive changes had taken place since the 
time of our original data collection. 

Nevada's official goal for the Division of Mental Hygiene and Mental Retarda- 
tion with respect to the delivery of services is to "strengthen the delivery system 
toward a full continuum of mental health and mental retardation services in the 
least restrictive environment possible, to ensure that needed services are available 
to all citizens, regardless of age, location, race, sex, creed, or income." 

The $35 million being expended annually in Nevada on services for different 
groups of people with mental health disorders, mental retardation, and alcohol and 
drug abuse problems is producing beneficial results. Service programs in the state 
have expanded and improved in recent years, and progress has been made toward 
achieving the official goal. Numerous major problems still persist, however. Many 
people are receiving no services, the wrong services, or inadequate services. 

Major problems include insufficient service capacity in relation to need, inequit- 
able distribution of services by geographic location, lack of coordination and direc- 
tion of the service system, poor facilities, inadequately trained personnel in some 
[.:ogram3 and hence poor-quality services, failure to provide a full range of services, 
lack of a continuum of levels of intensity of service, failure to have a variety of 
treatment modalities available to match the variety of people's needs, and a deficien- 
cy of in^brmatio \ needed for program management and evaluation of program 
effectiveness. 

The report presents 71 recommendations for improving services to people in 
Nevada with mental health disorders, mental retardation, or alcohol or drug abuse 
problems. These recommendations are summarized in Table A, grouped by type of 
service and by three different levels of effort which government officials may choose 
to make to remedy the problems. The arabic number beside the summary of each 
recommendation in the table indicates the numerical order in which the complete 
detailed recommendation is presented in Chap. 2. 

Even if there is tr be only a slight increase or no increase in the level of effort, 
by which we mean a a percent or less increase in annual expenditures, many of the 
low-cost recommendations shown in Table A can be implemented. Our several 
recommendations on management practices and organizational structure, for exam- 
ple, can be implemented at little or no additional cost but can enhance the control, 
coordination, and performance of the service system. Better program management 
and service effectiveness information can be obtained. The client focus can be shifted 
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Table A 

Summary of Areas of Recommendations and Costs, by Desired Change 

IN Level of Effort 
(Fiscal Year 1974 expenditures $35 million) 
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KsUihlish Ktxi^»*n Dirc'Cliu:i Cfntrrs 
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[)ri'\i ntii)ii i)f nii-nliil ri'Linialiuri 



AllotMlr special i iliK.'alion lunds l»y 
sp<'("ifjc I'.andicap arnl t'lirnrti* rur 
rtTit slaiulanls 

K<-viM' preschool pro^iram rn(-v:.'> in 
C'ummiinily Tr.nniiif; t.:friUr.s 
Krvisr prcschoni pro^^ram focus in 
SpiM'ial il(lr<'n 's t'linics 
Inrr«*;i.st' rcffrrals frtim schools to 
olhiT s*Tvic(' .'it^t'ncii's 
Oblajn hrlUr infornialnin on 
spi'cial I'ducation nn»] Irainin;; 
pro^jrams 

Kill aulhorizt'tl profps.siu:ial staff 
pt)Mlion.s al Lhe Las V«'-as MiMitai 
Health ft-nlpr 

Incrca.Sf Hural Clinics eff(iris ff)r 
p»'<jp|f with substantial m<'ntal 
health (li'vi rders 

Rv\) ' lii.' Las Vc^ias C.'hildrcn 's 
fii'havioral Sorvict's staff antl th»* 
si rvici' ff)( us 

f*rovitl»' :,p<'nfi»'(j staff rnix anti 
clii-nl f<HMis 111 ( 'hilfln-n 's Mchav 
lor.il Scrvurt'S r<vsi<i('ntial pru;;rams 
Iti struM UM- d!" Mc-rit.illy Dis 
onliTri! (JlTcMnhT Kacilily lo 
pri.sontT.s 

F'rovnU- a physically secun* nn'nt.U 

hcaltli unit at N'MIU 

K. visi' th.' role .>f NMHI to liiltill 

four '.piTifictl functions 

(Jhtiiin f)ott<T information on rn<!i- 

tal health programs 
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.^/f)(/<-.s/ Increase 

Kstiniat<'(] annual cost increase of $16 
million (10 percent), adopt all '■sli:;hl 
or no chan^ie in desired level of effort" 
reconimetulalions in i'a<rh s(;rvtce need 
area, plus thosi- listed i)elow 



L<-vel .>(• Kftort 

Kstiniated annual cost increas*- of $"J7 
million (77 pt-rcent). :»di)pt all "slight 
or no chan^je" and "modest increases m 
desired level of effort" ri'comm»Midations 
m i*ach service need area, phis th(?se 
listed helow 



Provide heh.ivior.d and ps\ clro- 
lr)^:ieal ^r: once for eueh 

V,- liUl 

.ii^:h-risk ^;roups for 
ud health disorders 

-ease the numl)er of special 
i iiiication units funded 
Provide apf)r()priate siiecial educa 
tiori ami traininj^ to mentally re- 
tardef! Nevada Mental Health 
Institute {N'MIU) resiiients 



Uptirade rural mental health staff, 
and aild part-time travelinj: ser- 
vice teams based al NMMI 
FOstahlish an upgraded mental health 
technician personnel classification 
ant: .» university-l)ased training 
program 

Impro ve follow-up treatment of 
people released from residential 
mental health programs 
Create proRrams to provide an in- 
termediate level of mental health 
services over an extended time 
period for children and atlults 



30. 



Expand U»'netie counselinji with 
re-sjiect to mental retardation. 
Knsure provision of immuni/.ati«)ns. 
Hh desensiti/.ation and PKL' scr«-enin^; 
Kxpanel famjl> planning: S4'r\ic«-s. an»l 
create a hi^*h-risk rej^istry for n*'wht.>rns 

KstafilisM health and di-velopmental 
screening' of new sehool er^rolh-e-. 
Improve Medicaid early scn-rninu and 
follow-up 

Kxpand Special Children's Clinics' men- 
tal retardalieiii dia^nostie s»*rvices 

Increase -state spt-cial e(iuc.ilir.r, tvchniral 
advisory staff and provide technical 
.'i.ssistance to rural counties 



Provitie 2-1-hours-n-day emer^^ency crisis- 
intervention service in m<'ntal health 
centers and Rural Clinics 
Kstahlish a second c«)mmunity menUd 
health center in Clark County 
Expand the Reno Mental Health Center 
into a full cfimmunily mental health 
center 

Provide mental health services to men- 
tally retarded people if needed. 
Correct major deficiencies in mental 
health .services noted in the NMHl accred- 
itation /report 

Establish halfway hou.ses for people with 
mental health disortk-rs 
Provi(ie specified mental health services 
in Nevada State Prison. 
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Table A (Contirmed) 
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(.'hildren's Home re.sidents 
0[)tain better information on menial 
retardation programs 

01)tain better information on alco* 
hoi and drujj abu.sc programs and 
prevalence rates 

Streamline the organizational struc- 
ture for alcohol and dru^j abuse 
programs 



5:3 Provide sp'-cil'ied ;,'eticral voca- 
tumal services in rural :ireas, 
with short-term more specialized 
sorvicps in urban aroas for rural 
residents 

').") Consolidate the Vocational Train^ 

lilt: program with specified voca- 

tit)M;«l program 
.')7 Iticro^i ■■ referrals from Kmploymeni 

Security to the Vocational nehat)il 

itation pro(.;ram 
"iS Obt.un better information on voc;i- 

Monai ruTvjce jirou^ams 

lncr«'ase rt'ferals from nonvocation 

a! to vocational service proi^rams 

(',] Stu('v the pl"f»*ct.s of mantlat(>r\' 
mrnta! health and mental rr'lard- 
.itu»n S4-r-,ice CDViT.iiie in private 
lieatth insurance 

Suppit-ment state-operated prov,'r.ini 
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health insurance to *'xlent foasibU- 
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nieiital h«»mes and siie|t»Ted livinu 
.iparlnients 

« 'imsolidate developmerital home 
supervision responsiliility 



Tr;insf(-r mentally handicapped 
Aid to Depenrb'nt Children re- 
cipient.s tr) tlie Supplemental 
Sf'Ctirily Income pro^^ram. if 
they qualify 



39. Improve the NMHI metU^il retarda- 
tiotk program to meet JCAH ac- 
creditation standards 

-11. Provide the ecjuivalent of the 
Desert Developmental Center 
smiCi's to northern Nevadans, 
but defer major facilily con.struc- 
tion 

•13. Improve training of state 'Tech- 
nicians" servir.t; mentally retarded 
people 

-;5. Provide special services to men- 
tally retarded prisoners 

49. Create a comprehensive alcohol 
abuse treatment program for the 
Las Vegas area 

50. Provide alcohol and drug detoxifi- 
cation services throughout Nevada 

51. Establish rehabilitation houses for 
rural alcohol and drug abusers 

h'l. Establish a full inpatient treatment 
pro}iram for drug abuse-s 



♦)3. Doul)Ie Khv size of the develop- 
mental home and sheltered apart- 
ment livin'^ [iroj^rams 
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71. 



Double the Community Training Center 
minimum funding per client 
Provide I'ocational education for emotion- 
ally disturbed youth 

Expand the Vocational Rehabilitation pro- 
gram or shift the caseload emphasis to 
serve more severely handicapped clients 



Implement standards and supervision 
for foster homes and Adult Group 
Care and Family Carr Facilities serv- 
ing mentally handicapped people 
Refer merifally-handicappcd foster 
children for services as appropriate 
Screen residents of Youth Services 
Anency facilities for mental handicaps, 
followed by services as appropriate 

Identify financial assistance recipients 
with mental handicaps, and refer for 
services as appropriate 
Provide a state supplement to the SSI 
payments to mentally handicapped people 
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in certain programs. And Regional Direction Centers, a key recommendation to 
improve coordination of* the service system, can be established. To begin to resolve 
most of* the major problems, however, expenditures and staff* will have to expand. 

If the level of annual expenditures is to be increased, we would add certain 
priority types of recommendations to those cited above for the "slight or no increase 
in level of*effort." Recommendations listed in the "modest increase in level of effort'' 
column of*Table A are those which we feel address the greatest gaps iu the range 
of needed services, the greatest deficiencies in service capacity in relation to need, 
and the most serious deficiencies in the quality of services that are now provided. 

For people with mental health disoi ders, we assign priority to recommendations 
associated with identifying people in need of service by screening high-risk groups 
and screening each schoolchild once, expanding special education to serve all seri- 
ously emotionally disturbed children the law now says must be served, restructuring 
and expanding rural mental health services, providing improved follow-up treat- 
ment of people released from residential mental health programs, providing inter- 
mediate levels of mental health services to those needing them over an extended 
time period, and substantially upgrading the skills of mental health technicians. 

For mentally retarded people, we assign priority to identification of people in 
need of service by screening each schoolchild once, increasing special education 
resources to serve all those children the law now says must be served, providing 
appropriate special education and training to mentally retarded Nevada Mental 
Health Institute residents, expanding developmental homes and sheltered apart- 
ment living opportunities in the community, providing the equivalent of the Desert 
Developmental Center's range and quality of services to northern Nevadans, im- 
proving the training of state "technicians" who serve mentally retarded people, 
providing special services to mentally retarded prisoners, and bringing the severely 
deficient mental retardation program at the Nevada Mental Health Institute up to 
standards of the Joint Commission on Accreditation of Hospitals. 

For alcohol and drug abusers, we assign priority to recommendations dealing 
with the creation of statewide drug and alcohol detoxification services, of a compre- 
hensive alcohol abuse treatment program in the Las Vegas area, of an inpatient 
drug treatment program analogous to the one for alcohol abuse treatment at the 
Nevada Mental Health Institute, and of a program for rehabilitation houses plus 
outpatient treatment in rural Nevada. 

If Nevada officials approve an increase of approximately $16 million in annual 
expenditures, or 46 percent above the FY 1974 level of effort, they will be able to 
implement all of the recommendations listed in the "modest increase in level of 
effort" column of Table A. They will not be able, however, to implement many other 
of our recommendations that we regard as necessary to resolve major service system 
problems. 

If Nevada officials decide to make the effort required to meet all the needs of each 
different group of mentally handicapped people, then all the recommendations 
should be implemented. We estimate this would require an increase in annual 
expenditures of approximately $27 million, or 77 percent above the FY 1974 level 
of effort. This is not inexpensive, but we believe it will be necessary If Nevada is to 
achieve its official goal for the mental health and mental retardation service deliv- 
ery system. Despite recent improvements, great unmet and inadequately met serv- 

8 



ix 



ice needs still prevail. It is up to Nevada to say how far it is willing to go in meeting 
those needs. 

The study is described and its findings and recommendations are summarized 
in this volume. The full unabridged main text of the report, R-1800-FLF, provides 
details and supporting data for our findings and recommendations. 
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Chapter 1 
DESCRIPTION OF THE STUDY 



This i.s a summary of a report on the results of a two-year study of all major 
mental health and mental I'etarda^ion services and service delivery programs fo. 
people in Nevada. In tne summer of 1973, as a result of numerous applications for 
grants in the field of mental retardation, the Max C. Fleischmann Foundation was 
con.^idering having a research organization conduct a study of mental retardation 
services. In the f ill of 1973, the Chairman of the Mental Health Core Facilities and 
F^'ograms Subcommittee of the Nevada Legislature inquired if the Foundation 
would finance a broad study of the mental health and mental ret.n^dation service 
system in Nevada. The request received the support of the Director of the Nevada 
Department of Human Resources. As a result, the trustees of the Foundation elected 
to broaden the scop^* of the stuoy to include all mental health and mental retarda- 
tion services and service. delivery programs in Nevada. 

At the invitation of the Foundation, The Rand Cor-poration applied for and was 
awarded a grant to conduct such a study. After the grant award, The Rand Corpora- 
t ion conducted the study independently of the Foundation. All inquiries concerning 
the report, and requests for copies, should be directed to The Rand Corporation. 

Rand reports do not necessarily reflect the opinions or policies of the sponsors 
of Rand research. The Max C. Fleischmann Foundation is not responsible for the 
findings and recommendations of the study, and therefore this report should not be 
construed as indicating what action, if any, will be taken by the Foundation based 
on the information and recommendations contained herein. 



SCOPE OF THE PROJECT 

The study provides information on the size of the current and projected popula- 
tions of various types of mentally handicapped people, information on the current 
status of services and service delivery programs for them, information on problems 
with present services and programs, and recommendations meant to solve those 
problems and hence improve mental health and mental retardation services 
throughout the state. The primary focus is on Nevadans of all ages who are afflicted 
with what are generally called mental health and mental retardation problems that 
result in a substantial need for special services. A secondary focus is on people with 
alcohol and drug abuse problems, since alcohol and drug abuse are considered by 
many to be special types of mental health problems. Major differences exist among 
those four types of mentally handicapping conditions mentioned above, and hence 
among service requirements of people afflicted with those different conditions. 
Consequently, major differences exist among our recommendations for programs to 
alleviate service problems for those four different groups of mentally handicapped 
people. We believe a single report provides a more unified perspective than would 
a separate report for each of those different conditions, however, because several 
programs in Nevada*s current service system serve all four groups of mentally 
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handicapped people, and because the needb of the different groups are similar in 
some service areas. In general terms, the major service areas of concern to this study 
are: prevention of mentally handicapping conditions; identification of people with 
mental handicaps; direction to appropriate service providers; special education; 
treatment of mental health disorders; developmental training to ameliorate the 
effects of mental retardation; alcohol and drug abuse treatment; medical care; voca- 
tional ?' -vices; residential care; and income assistance. The study is concerned with 
all service delivery programs in both the public and private sectors that serve 
mentally handicapped Nevadans.^ 

The time-frame of concern in this study includes both the present and the next 
ten years. We chose a ten-year planning horizon because many major substantive 
program and facility changes require five to ten years for full implementation, and 
hence require planning now. It is both less essential and less feasible to plan fully 
for more than ten years in the future, because of uncertainties concerning Nevada's 
population growth beyond ten years, and because it is not necessary to mak 
mediate decisions on most program changes that would take place so far u .e 
future. 

The scope of this project is necessarily large and comprehensive, because the 
servico needs, programs, and problems of serving mentally handicapped people are 
also large and comprehensive. The literature in the field is vast, but researchers in 
nearly every phase of the field run up against the same persistent problem we 
encountered: a serious lack of data upon which to base definitive analyses. Hence, 
guarded provisos and caveats are often required. Because this is an overview study 
that must work with available data, it does not pretend to answer all questions. 



RESEARCH APPROACH 

We have taken a policy-analytic, comprehensive view of the whole system serving 
mentally handicapped people to enable us to assess the rel; .ionships of the system s 
constituent parts to its whole.^ Admittedly, because we have chosen to be compre- 
hensive, we may very well have erred in reporting or failing to report details about 
the service system s various components; we have worked diligently to minimize this 
possible problem. 

We have also taken a comprehensive, target-population view of the service needs 
of each different type of mentally handicapped population, to enable us to identify 
the relationships among service needs and to assess how well the current and 
proposea service system policies are providing and will provide the mix of services 
needed by the target population. 

In looking at the needs of mentally handicapped people, we found it essential 
to disaggregate our analysis of the population by type and degree of handicap, by age, 
and by geographic location, since needs and accessibility to the service system vary 
with those factors. 

' We use the term "program" in a generic sense to describe a set of interrelated attivities with some 
common unifying concept, such ;is delivery of a common service (e.g.. a special education program), 
administration by a separate bureaucratic entity (e.g.. the Vocational Rehabilitation program), or posses- 
sion of a common goal (e.g., a program for preventing birth defects). 

* For a more detail^ i dest^nption of our approach, see J. S. Kakalik et al.. Improving Services to 
Handicapped Children, The Rand Corporation. R-1420-HEW. May 1974. 
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A series of questions that we posed and attempted to answer illustrate various 
facets of" our research strategy: 

• What are the service needs of each major subpopulation of mentally hand- 
icapped people? 

• What are the characteristics of the current service programs for meeting 
those needs? 

• What are the objectives of various participants in the service system, and 
how can progress toward the objectives be measured? (See the "Service 
System Goals" section of this chapter for a discussion of criteria on which 
the services and programs can be evaluated.) 

• V'^'hat are the problems with the present mix of services delivered and in 
the present structure of programs for achieving the objectives? 

• What recommended policy changes appear desirable, at what costs, for 
alleviating problems and improving services? 

• Depending on the level of expenditures officials decide to make and depend- 
ing on objectives, what priority recommendations should be selected for 
implementation from the full set of recommended policy changes? 

With the data at hand, we can answer these questions only partially. We discuss the 
problems created by data deficiencies, and try scrupulously to identify assumptions, 
limitations, and the extent of data quality and reliability throughout the report. 

We use a miiliimeihod approach, for in an evaluation as complex as this, no 
single analytic method will suffice. The specific method used in any given case 
depends on the question at hand and the available data. Furthermore, the compre- 
hensive, problem-centered approach we have taken is beyond the skill and endur- 
ance of any one person; it calls for interdisciplinary research. Our group includes 
people trained in policy analysis and evaluation, psychology, psychiatry, medicine, 
ediicrttinn, management, political science, sociology, and demography. Our staff and 
consultive specialists all came from outside Nevada and were independent of the 
state, to enable us to be as objective and unbiased as possible. 

We used a wide variety of information sources. To gain an overview of the public 
and private system of services for mertally handicapped people, it was necessary to 
collect and analyze a great deal of information. The service system we found was 
fragmented, which implied that information about it would also be fragmented and 
that great effort would be required to collect and synthesize the data into a coherent 
picture. Our iiiformation came from several basic sources: interviews .ch officials 
responsible for overall service system policy; interviews with direct . rvice person- 
nel and administrators in every major service delivery program in Nevada and 
many small ones, including many whose primary purpose is not service to mentally 
handicapped people; interviews with dozens of clients of the service system and, in 
some cases, their families; interviews with organizations representing mentally 
handicapped people; program reports and unpublished information from service 
program data files; direct observations of services being delivered; literature in the 
various relevant fields; and consultation with professional experts. Finally, in early 
1976, over 60 Nevadans were given the opportunity to review and comment on a 
drafl of this report (including people responsible for every major existing service 
program) and to update material where any major substantive changes had taken 
place since the time of our original data collection. 
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THE MENTALLY HANDICAPPED POPULATION 

People's decrees of mental health, mental retardation, or alcohol or dru^ abuse 
varv on a continuum in several dimensions. Those dimensions can be defined in 
terms ofvarious types of'lunctional capabilities, or various types ol'need for services. 
Consequently, any definition ol'a mental handicap must be rather arbitrary. Defini- 
tions used are not always consistent amon^ service aj^encies, nor should they be, 
since an agency's definition ofa particul ir handicap, used for establishing a client's 
eligibility for service, should be ba.sed on the potential client's need or functional 
capability as well as abi. ly to benefit from the particular service or services offered 
bv the agency. Chapter .1 of the niain text ipresents various definitions used in 
Nevada and the best definitions ailable in Nevada and nationally for each type 
„f mental handicap, along with -i discussion ofvarious e.stimates of the prevalence 
of each tvpe of me;;tr.l r, : i dic;..p. Citations to the relevant literature are provided 
.11 that chapter fbr those readers who may wish to pursue the issues of definitions 
and prevalence rates. 

For the purposes of this study, we broadly define a mentally handicapped person 
,is a person with a significant mental impairment that substantially limits his or her 
functioning in one or more major life activities, and results in a substantial need fbr 
.pecial services that nonhandicapped people do not require. Need fbr service is a 
relative and not an absolute concept. The admitted!.- vague term "substantial need 
tor special .services" is meant to indicate that the population of concern in thisst 'dy 
consists of those people that the majority of society would believe clearly require 
services. As mentioned at the beginning of this chapter, the study focuses primarily 
on people alilicted with what are generally called problems of mental health and 
mental retardation, and secondarily on people with problems of alcohol and drug 
abuse Our occasional use of the shorthand generic term "mental handicap" refers 
to peopl'- with one or more of these four problems who need service, but in no way 
assumr-s a commonalitv of need fbr particular services by so widely diverse a group. 
The needs of people whose primary problems are with other types of mentally 
related handicaps, such as cerebral palsy, epilepsy, Parkinson's disease, and stroke, 
a-e equallv important but beyond the scope of this study. 

Nevada is a mountainous and semiarid state of approxim uely 110,000 square 
m.'es with a northern border about 400 miles long, and with eastern and western 
orders about 500 and 600 miles long, respectively (see Fig. 1.1). The Federal Govern- 
ment controls 87 percent of the land in the state. The state's total population was 
about 573,000 in 1974, and Rand's best estimate is that it will grow to about 759,000 
bv 1985 (see Chap. 3 of the main text fbr the method of estimation). The population 
is clustered primarily in two metropolitan areas. The Las Vegas metropolitan area 
in southern Nevada has about 56 percent of the population. The Reno metropolitan 
area in northwestern Nevada nas about 24 percent of the population, . id the 
remaining 20 percent is in the large, sparsely populated rural counties. The map of 
the state shown in Fig. 1.1 contains the estimated 1974 general population by 

county. , • , 

Estimates of the number of mentally handicapped people ir: the state vary 
widely depending on the definition used, the data accepted, and the type of service 
for which the definition is to be used in establishing eligibility. Although we are not 
fuUv satisfied with the reliability of the estimates we present, we are confident that 
they represent the correct order of magnitude of those groups of people requiring 
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at least some of the special services described in this report. Our approach has been 
to develop a range of credible estimates of the prevalence of each disorder, using the 
best available data in Nevada and nationally, and then to use the minimum estimate 
in the range throughout the report; that way we are reasonably sure that at least 
the specified number of people need service, and that program service capacity below 
that level is insufficient to meet the need. 

Using the low prevalence estimate for eaCh mental disorder yields a conserva- 
tive total of at least 66,000 people who needed some type of sub ^:antial services in 
Nevada in 1975 because of mental disorders; the minimum number in need of 
services will grow to an estimated 89,000 by 1985, assuming the percentage of 
mentally handicapped people in the general population is the same in both years. 
Of the 1975 total, we estimate that at least 11,000 people had mental health disor- 
ders, at least 11,000 were mentally retarded, at least 33,000 were alcohol abusers, 
and at least 11,000 were drug abusers. If we were to use the upper rather than the 
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lower end of our range of estimates of prevalence for each type of disorder, the 
estimated maximum number in need of some services is about 122,000 in 1975 and 
163,000 in 1985. Of the 1975 total, we estimate that a maximum of 55,000 people had 
mental health disorders, a maximum of 17,000 were mentally retarded, and a max- 
imum of 37,000 rrc :^ alcohol abusers. We did not estimate the maximum number 
of drug abusers, iM'rause of lack of data. 

Definitions and prevalence information for each of the types of mental hand- 
icaps are summarized next. 

Mental Retardation 

The most widely accepted definition of mental retardation, both in Nevada and 
nationally, is "substantially subaverage general intellectual functioning existing 
concurrently with deficits in adaptive behavior, and manifested during the devel- 
opmental period."^ Adaptive behavior refers to how proficiently the person func- 
tions in society: the developmental period extends up to age 18; and substantially 
subaverage means an IQ test score at least two standard deviations below average 
(i.e., an IQ score of approximately 70 or below). Using a relatively low estimate of 
prevalence of 2 percent of the population yields a prevalence of approximately 
11,000 retarded Nevadans in 1975 and 15,000 in 1985 (assuming our best estimate 
of the total Nevada population in 1985). Using the most widely quoted estimate of 
prevalence, 3 percent of the population, yields a prevalence of approximately 17,000 
in 1975 and 23,000 in 1985. (See Chap. 3 of the main text for so-.rces of those 
estimates.) 

Alcohol and Drug Abuse 

There are no universally accepted, precise definitions f(\ either alcoholism or 
drug addiction. The legal definition of an alcohol or drug a buser in the Alcohol and 
Drug Abuse chapter of the Nevada Revised Statutes is "a person whose consumption 
of alcohol or other drugs, or any combination thereof, interfere^, with or adversely 
affects his ability to function socially or economically."'* Inv^ipite of the definitional 
and empirical difficulties, however, at least an order of magnitude estimate of the 
size of the alcohol and drug abuse problem is needed to enable intelligent planning 
of service programs. 

The two techniques in widespread use at the present time for estimating rates 
of alcoholism or alcohol abuse are based on: (1) deaths due to cirrhosis of the liver 
(a disease associated with heavy alcohol consumption); and (2) a statistical analysis 
of alcohol consumption data per capita (to estimate the number of people who 
regularly drink more than the equivalent of five ounces of ethanol, absolute alcohol, 
per day). A close correspondence exists between estimates of Nevada's alcoholism 
rate based on consumption and on liver cirrhosis deaths (8.8 percent of the general 
population compared to 7.8 percent). Because cirrhosis is a long-term disease that 
usually does not lead to sudden death, the cirrhosis death rate is most likely a 
characteristic of the resident population, with few occurrences among nonresidents, 

' An.-rican Association of Mental Deficiency, A Manual of Terminology and Classification in Mental 
Retardation, monograph supplement to the American Journal of Mental Deficiency, 3d ed., Washington, 
D.C.. 1973. 

* Nevada Revised Statutes, 458.010. ^ n 
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and hence probably leads to a more accurate estimate for Nevada residents. Nevada 
has the highest rate of alcohol abuse of* any state in the country, a rate that yields 
an alcoholic or alcohol abuser population overage 15 in 1975ol'at least 33,000 (using 
the lower estimate, the cirrhosis-based rate of*7.8 percent). Projecting these figures 
to 1985 yields an estimated 44,000 people in the alcoholic or alcohol abuser popula- 
tion. 

Drug abuse, as the term is used in this report, includes abuse of opiates, hal- 
lucinogens, stimulants, depressants, and other dangerous drugs as defined in Chap. 
453 of the Wn^idci Revised Statutes, 

It is even more difliculi to estimate drug abuse rates than it is to estimate 
alcoholism rates. Few diseases are associated specifically with drug addiction, as 
liver cirrhosis is with alcoholism. Even deaths caused by overdoses of certain drugs 
cannot necessarily be attributed to addiction. Moreover, since the drugs are illegally 
[produced or purchased, there are no gross quantitative data on usage rates analo- 
gous to per capita alcohol consumption. Using Nevada survey results as the best 
available estimate, opiate and other dangerous drug abusers (as distinct from drug 
users) numbered approximately 11.000 in 1975 and are projected to number approxi- 
mately 15.000 in 1985 (assuming the percentage of drug abusers in the general 
population is the same for both years). See Chap. 3 of the main text for a discussion 
of these and other estimates. 

Mental Health 

The difliculties of defining and measuring the prevalence of mental rotardation 
and alcohol abuse pale in comparison with those associated with defining and meas- 
uring mental health. 

.'\s defined in the Sevadci Revised Statutes, "mental illness" means "any mental 
dysfunction leading to impaired ability to maintain oneself and function effectively 
iii one's life situation without external support."'* 

The Nevada requirement for involuntary court-ordered admission and emergen- 
cy admission to a mental health facility is that a person "has demonstrated observ- 
able behavior the consequence of which presents a clear and present danger to 
himself or others, or presents observable behavior that he is so gravely disabled by 
nu-ntal illness that he is unable to maintain himself in his normal life situation 
without external support,"*^ An emotionally disturbed child is defined as someone 
aged 2 to 17 years 

whose progressive personality development is interfered with or arrested by 
a variety of factors so that he shows impairment in the capacity expected 
of him for his age anH endowment: 

1. For reasonably accurate perception of the world around him; 

2. For impulse-control; 

3. For satisfying and satisfactory relations wit''! others; 

4. For learning; or 

5. For any combination of the above.'' 

'■ Ibid.. Chapter MVl as anuTKled \)\ St'natr Hill 'MA, Sec. U). Nevada Lc^nslatiire. 1975, 

Ibid,. Sec. 22. 
' Ibid.. Svc. 14. 
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For purposes of this study, we consider a person to have primarily a mental 
health problem if he or she has a substantial need for psychological or psychiatric 
services primarily due to a mental disorder other than mental retardation or alcohol 
or drug abuse. Of course, people with primarily mental retardation or alcohol or 
drug abuse problems may also need psychological or psychiatric services, but such 
people are considered separately in this report. Thorough evaluation of each client 
is desirable, however, since more than one disorder may be present; for example, a 
drug abuser s primary problem may be a severe psychological disorder. The term 
''substantial need" is meant to indicate that the population of concern in this study 
consists of those people the majority of society would believe clearly require mental 
health services. The term "mental health problems" will include primarily the 
problems of people in five of the American Psychiatric Association (APA) categories: 
virtually all psychotic people, but only people with the more severe disorders within 
the categories of organic brain syndrome, neurosis, personality disorder (not due to 
alcohol or drug abuse), and transient situational disturbances. (See Chap. 3 of the 
main text for APA definitions of those categories.) 

The question then is how one estimates the prevalence of need for substantial 
psychological services in Nevada. The answer is that one cannot do so accurately. 
The best we can say is that the prevalence is on the order of 2 to 10 percent of the 
population based on national data presented in Chap. 3 of the main text, and that 
2 percent is probably a conservatively low estimate. We could also resort to a variety 
of indicators. Although the annual suicide rate is not an unambiguous indicator of 
the rate of mental health disorders in a population, the two rates are related. In 
1973, the latest full year for which statistics are available, the annual rate of suicides 
per 100,000 population was 12.0 nationally and 22.3 in Nevada. Thus, as suggested 
by one measurable scale at least, the prevalence of mental health disorders in 
Nevada may be above the national average. Using the minimum 2 percent figure for 
the prevalence of mental health problems in Nevada yields an estimate of about 
11,000 people in 1975 and about 15,000 in 1985. Using the maximum 10 percent 
figure yields an estimate of 55,000 people in 1975 and 75,000 people in 1985. 



SERVICE SYSTEM GOALS 

Having considered the nature and size of the mentally handicapped population 
in Nevada needing some type of substantial service, we now turn to the issue of goals 
for the service delivery system. We note a similarity in the stated goals of various 
service system participants in Nevada. We also note a tendency for goals to be stated 
in rather general terms, such as to ''ensure needed services are available to all 
citizens." Since need is a relative and not an absolute concept, to be most useful such 
goals should be and often are operationalized with detailed statements of the char- 
acteristics of people eligible for services, and estimates of the number of people with 
those characteristics. See Chaps. 3 to 14 of our main text for details that make the 
following goals more operational. 

The official state goal for the Nevada Division of Mental Hygiene and Mental 
Retardation with respect to delivery of services is to "strengthen the delivery system 
toward a full continuum of mental health and mental retardation services in the 
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least restrictive environment possible, to ensure that needed services are available 
to all citizens, regardless of'a^^^e. location, race, sex, creed, or income."'' 

The concept of'normalization" as a Roal of'the service system is often heard in 
Nevada with respect to mental retardation, although it is more general. Normaliza- 
tion has been defined in various ways; one definition, stated in terms of mental 
retardation, is "making available to the mentally retarded patterns and conditions 
of everyday life which are as close as possible to the norms and patterns of the 
mainstream of society"; another definition, more generally stated, is "utilization of 
means which are as culturally normative as possible, in order to establish and/or 
maintain personal behaviors and characteristics which are as culturally normative 
as possible."'' 

The state goal for the Nevada Bureau of Alcohol and Drug Abuse is "to provide 
a network of services for the prevention of addiction, treatment, and rehabilitation 
of the chemically addicted."**' 

The Nevada Developmental Disabilities Council' has pledged to work for "the 
I)rotection of the rights of every individual who, by reason of being classified as 
d(»velopmentally disabled, is in any way restricted in his liberty o'- otherv/ise de- 
prived of his human and civil rights by any external authority and the development 
and utilization of a full range of services and resources for tho ir.dividual with a 
developmental disability. . . ."'^ 

From our discussions with handicapped peopiv, ihc-ir (ami'ie'S, and organizations 
supporting their cause, we surmise that if meri;ii!iy fiandicapped people were to set 
goals for the service system, those goals w'oi\\d he Ci/rif-i.-l'jr.t ^.'•'ith the stated goal of 
the Nevada Division of Mental Hy^\-\\f r rtt' fe'3Tdiuion, the objectives of 

the Nevada Developmental Disabiiitle.-. v ounciL an<i :iie ;;Oficept of normalization. 
In reality, howev. :', these goals have been att'jmahic oi^iy for selected individuals 
because serving all mentally handicap}<vd persons requires a financial commitment 
that the state and society in general have n*??. bi-en willing to make. Governor Mike 
O'Callaghan and the Nevada Legislature have demonstrated agreement with the 
above-stated goals through their actions in approving expansion and improvement 
in services to mentally handicapped p«^'^oie in recent years, including 1975. How- 
ever, state oflicials have other importarU: program goals that can conflict with and 
prevent complete fulfillment of goals for improving services to mentally hand- 
icapped people. For example, Governor O'Callaghan, in his inaugural address in 
January 1975, set forth a fiscal goal that limits all state expenditures: "I will ask 
no new general taxes or increases in existing general taxes during the 1975 legisla- 
tive session.'' a restatement of a pledge made at his first inauguration in 1971.*^ The 
actions of the Nevada Legislature demonstrated agreement with the Governor on 
this fiscal goal. As a consequence, not enough resources have been available to 

" Onicv of the (Jovernor. State (huU State ofNcvadu. Carson City, Nevada. March 1, 1974, 
" WoH'WolfensborKor et al.. The Principh of Normalization in Human Services, National Institute of 
Mental Retardation, Toronto. Canada. November 1972. 
State GoaU 

" Mental retardation is one major type of developmental disability. 

" Nevada Developmental Disabilities Council. Pn net pics of Policy ami Action, Carson City, Nevada, 
.May 29. 1974, 

'•' Governor Mike O'Callaghan. in his inaugural address in Carson City, Nevada, on January 6. 1975. 
as reported in "Governor: No New Taxes or Increases." Neeada State Jourmil. Reno, Nevada. January 
7, 1975, 



20 



10 



permit full achievement of the goals of the mentally handicapped population and 
the :irimary state agencies that serve them. 

Multiple measures are required for assessing service system performance in 
relati n to complex goals. Because we are dealing with complex goals, it is useful 
to consider a set of dimensions on which services and programs can be measured and 
evaluated: 

• Effects on the quality of life of the mentally handicapped person, and of 
other people in his or her social orbit 

• Future economic effects 

• Equity of service distribution to the population 

• Protection of civil and human rights of mentally handicapped people 

• Sufficiency of service capacity in relation to need 

• Quality of services available 

• Degree of coordination of the service system 

• Availability and accessibility of a full range of types of needed services 

• Availability and accessibility of a continuum of levels of intensity of service 

• Availability and accessibility of a range of treatment modalities to match 
the range of people's needs 

• Current costs — resources consumed 

While these goals and dimensions are laden with words requiring value judg- 
ments, they are nonetheless useful in evaluating service policy options. In general 
terms, enhanced performance of the service system on all but the last dimension or 
measure is desirable in helping to achieve the mentally handicapped population's 
goals and the stated goal of the Nevada Division of Mental Hygiene and Mental 
Retardation. The last measure listed—current costs— indicates the current re- 
sources consumed to achieve enhanced performance on the other dimensions. These 
dimensions are discussed in some detail in Chap. 8 of the main text under the 
heading "Desirable Features of a Service System." 

The difficulty is that basic information is necessary before one can use those 
multiple measures to make comparative judgments about policy options in relation 
to goals. The application of those measures to Nevada is restricted by the deficient 
data available, especially on service effectiveness. Great precision should not be 
expected. With the available data, often all one can say with any confidence is that 
such-and-such a policy change would result in '"major quality-of-life improvement'' 
or "low cost relative to future economic benefits," or "filling a gap in needed ser- 
vices." Nonetheless, that may be enough. A sound policy choice can oft;en be made 
if such general statements are known to be valid. 
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Chapter 2 

SUMMARY AND RECOMMENDATIONS 



INTRODUCTION 

This chapter summarizes the findings and recommendations of a two-year study 
of all major mental health and mental retardation services and service delivery 
programs for people in Nevada. By conservative estimates, at least 11,000 people 
with mental health disorders, at least 11,000 mentally retarded people, and at least 
44,000 alcohol or drug abusers needed some type of substantial service in Nevada 
in 1975. 

We have arrived at recommendations for improving services to these very differ- 
ent types of mentally handicapped people, beginning with their basic service needs. 
A client's specific service needs will depend on such factors as type and severity of 
mental handicap, age, previous services received, and others. The different basic 
service needs considered in this study are: 

• Prevention of the mentally handicapping condition 
o Identification of the mental handicap 

• Direction to appropriate service providers 

• Special education 

• Treatment for mental health disorders 

• Developmental training and other services to ameliorate the effects of 
mental retardation 

• Alcohol and drug abuse treatment 

• Medical care 

• Vocational services 

• Residential care 

• Income assistance ^ 

Our research strategy, as outlined in Chap. 1, involves taking a comprehensive 
view of both the service system and the population needing service. We estimate the 
size and service needs of the four different types of mentally handicapped people, 
and analyze the characteristics of all major public and private Nevada service 
programs for helping to meet those needs. We consider the objectives of various 
participants in the service system, and several dimensions on which to measure 
progress toward those objectives. We then describe problems with the current serv- 
ice system, and present recommendations for resolving those problems and ap- 
proaching the official state goal for the mental health and mental retardation serv- 
ice delivery system. Finally, considering the anticipated costs and effects of each 
recommendation, we suggest priorities for which recommendations to select for 
implementation from the full set of recommendations. Those priorities are sug- 
gested as a function of three different levels of expenditure effort Nevada officials 
may decide to make in resolving current problems and improving services. 

In early 1976, over 60 Nevadans were given the opportunity to review and 
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comment on a draft of this report (including people responsible for every major 
existing service program) and to update material where any substantive changes 
had taken place since the time of our original data collection. 

This chapter summarizes public and private expenditures for services to men- 
tally handicapped Nevadans; discusses problems with those programs; summarizes 
our recommendations in each area of service need; and, in the last section, suggests 
priorities on implementation of our recommendations according to three different 
levels of expenditure eff'ort state officials may choose to make to remedy the prob- 
lems. Chapters 3 to 14 of the main text, published separately from this executive 
summary as Rand report R-1800-FLF, present the detailed data and analysis. 



TOTAL SERVICE EXPENDITURES AND STAFF 

Programs providing services to mentally handicapped Nevadans spent more 
than $35 million in FY 1974, as shown by type of service in Fig. 2.1. The number 
of full-time-equivalent staff providing those services was about 1150. Refer to Chaps. 
4 to 14 of the main text for sources of these data by type of service. We have not 
summed the number of people served by all programs because one cannot meaning- 
fully do so with the available data; people oflen are served by more than one 
program in a year, with the result that adding the numbers served by all programs 
entails an unknown amount of multiple counting. 



T /pe of servi ce 
Pre>/enrion 
idenri fl cation 
Di rection 
Special education 

Mental heolth 
treotment 

Mental retordation 

services 
Alcohol and drug 

abuse treatment 

Medical care 
Vocational services 
Residential living 
Income assistance 



] 



> J 425,000 

> 250,000 

> 0 

^ > 9,000,000 
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> 2,300,000 

> 2,600,000 

> 6,000,000 

> 2,700,000 

> 620,000 

> 2,000,000 



total > $35,195,000 
J I I 



2 4 6 8 
Millions of dollars 
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Fig. 2.1— Estimated FY 1974 expenditures for mentally handicapped Nevadans 
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Later sections of this summary discuss each type of service separately and 
present available data on expenditures, staff', and numbers of people served by each 
different type of mental handicap (mental health disorder, mental retardation, and 
alcohol or drug abuse). 



PROBLEMS WITH THE PRES ENT SERVICE SYSTEM 

To place matters in perspective, the $35 million expended annuallv on services 
for mentally handicapped Nevadans is producing beneficial results. Ak hough serv- 
ice programs in the state have expanded and improved in recent years, . 'evada still 
has a long way to go to provide all the services that are needed. Major problems still 
abound, and many people are still receiving no services, the wrong services, or 
inadequate services. 

Given insufficient resources to meet all the needs, compromise and priority- 
setting are necessary; tradeoffs must be made between the number of people served 
and the quality of services provided to each of them. Nevadans mental health and 
mental retardation service system superficially appears to be nearly comprehensive, 
since it offers programs in most areas of ser\ ice need. Unfortunately, that appear- 
ance is deceptive. Some programs are embryonic; although well intended, they are 
small and fall far short of filling the needs. Some programs are shallow; although 
they serve relatively large numbers of people, they are often not providing adequate 
substantial services to those people. 

Later sections of this chapter summarize, for each type of service and for each 
current program, the many problems Nevada should resolve if it is to improve 
services for people with mental health disorders, mental retardation, and alcohol 
and drug abuse problems. 

In reviewing the various problems after completing our work, we noted that 
certain classes of problems occurred again and again among the services and pro- 
grams: insufficient service capacity in relation to need, inequitable distribution of 
services by geographic location, lack of coordination and direction of the service 
system, poor facilities, inadequately trained personnel in some programs and hence 
poor-quality services, failure to provide a full range of services, absence of a continu- 
um of levels of intensity of service, and failure to have a variety of treatment 
modalities available to match the variety of people's needs. Finally, too little infor- 
mation is available for program management and for evaluating the effectiveness 
of programs. Professionals working in the service system in Nevada are well aware 
of most of these problems, which are not new— nor are they unique to Nevada by 
any means. 

The lack of sufficient service capacity in relation to need is the single most 
important problem we noted. Still, inadequate service capacity is not the only prob- 
lem. As we detail later in this chapter, even without major increases in funding 
levels, some things can be done to improve the services themselves, the organization- 
al structure of the service system, the matching of services with clients, and informa- 
tion on the service programs. 

In sum, Nevada's mental health and mental retardation service system is pro- 
viding needed and beneficial services; with improved organization and support, the 
system could be far better. 
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Concerted action on the part of atate and local officials is called for if the 
problems of mental health disorders, mental retaidation, and alcohol and dru<^ 
abuse are to be handled effectively in Nevada. It would be inappropriate for us to 
try to prescribe that action in detail, but we can provide an action agenda as a 
starting point. Chapters 3 to 14 of the main text provide the detailed rationale for 
this agenda, which is summarized below. 



SUMMARY AND RECOMMENDATIONS: INDIVIDUAL 
SERVICE NEEDS 

In the following eleven sections we consider the service needs of the individual 
mentally handicapped person in the following order: direction, prevention, identifi- 
cation, special education and training, mental health treatment, mental retardation 
services, alcohol and drug abuse treatment, vocational services, medical care, resi- 
dential living, and income assistance. Whenever appropriate, each section separate- 
ly discusses and makes recommendations for people with mental health disorders, 
mental retardation, or alcohol or drug abuse problems. This procedure is essential 
because there are great differences in the service needs of people with those very 
dissimilar handicaps, and great differences in the problems associated with current 
programs intended to meet those needs. 

Following the discussion for individual services, we conclude by considering 
priorities and costs for our recommendations, which are summarized in Table A in 
the Abstract of this report. 



DIRECTION 

People who are searching for needed services find a labyrinth of ill-coordinated 
and highly specialized programs that tax their ingenuity and perseverance in the 
search. Each current program and its staff usually provide only one or a few special- 
ized services; even if each program and professional does perform well, a single 
service may meet only a small fraction of the mentally handicapped person*s total 
service requirements. Of course, it is not fair to blame individual professionals for 
the lack of coordination and direction; they almost never are given the specific 
responsibility and resources to provide coordination and direction of each client to 
all needed services. A specially designed direction program is needed for that pur- 
pose. For a more detailed discussion of direction and coordination of services than 
appears below, see Chap. 4 of the main text. 

Direction is an information-based service that attempts to match a client's needs 
with an appropriate mix of available services. It also provides coordination and 
continuity among the many programs designed to meet those needs. Because a 
client's needs change over time, the direction concept further requires periodic and 
systematic reassessment of needs to ensure a **best mix" of services, a mix that is 
appropriate in amount, quality, and costs of services. The direction service program 
also could coordinate such important services as prevention and identification, 
which are not the prime responsibility of any agency in Nevada and are provided 
unevenly now. 
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Direction is not well developed in most public service systems in the United 
Stat'vs; for mentally handicapped people in Nevada, it is in a primitive state of 
development. No single identifiable program in Nevada, either public or private, is 
primarily concerned with direction. In the scattered offices that do provide some 
direction, it is not the main order "of business and is typically provided only on an 
ad hoc basis. Some slight and incomplete direction service is to be found in the two 
Special Children's Clinics in the Division of Health, in the two Mental Retardation 
Interdisciplinary Committees run by the Division of Mental Hygiene and Mental 
Retardation (only for mentally retarded applicants and clients of the Division's 
residential treatment programs at the Nevada Mental Health Institute, the two 
Mental Retardation Centers, and the program of sheltered residential living in 
developmental homes), and at Nellis Air Force Base (only for military-related 
people). And, doubtless, some individual public health nurses, social workers, teach- 
ers, psychologists, physicians, and others working within the system try to secure 
a romplete range of needed services for individual clients. However, needed services 
are not always available, as later sections of this report will make abundantly clear. 
The lack of coordinated services and direction to services that are available remains 
a major deficiency in Nevada as elsewhere. 

In sum, there is almost no r )mprehensive direction service in Nevada. Info'^ma- 
tion about the overall service Sj stem and its components, its clients, its effectiveness, 
and its deficiencies is simply not available in comprehensive form either to those 
who need services or to those who are responsible for providing them. In this situa- 
tion, much of the responsibility for matching an individual's needs with the avail- 
able services falls by default to the handicapped person or to family and friends. 
Mentally handicapped people are likely to be poorly equipped for that task, and 
friends and relatives confront the same lack of information as everyone else. Poor 
direction and coordination of services have stark implications for the overall opera- 
tion of the service system. The system should not be expected to work very well when 
poor direction and coordination exist, and it oflen does not work well. 

Adequate coordination and direction have not been achieved and probably can- 
not be achieved by relying solely on the individual staff members of various pro- 
grams. We believe it is better to establish a separate state program responsible for 
direction and coordination fthe service system on behalf of individuals. The infor- 
mation essential for direction and coordination comes from all service programs, 
and it is more efficient to have that information available and up to date in one place 
than to try to keep every program up to date on every other program in sufficient 
detail so that every program could provide a complete and effective direction service. 
Assigning direction and coordination responsibilities to a separate program staff 
also would visibly place primary responsibility for direction with that staff, and 
would eliminate the possibility of having direction and coordination neglected be- 
cause attention is diverted to meeting other pressing service demands (as can easily 
happen when a program is primarily responsible for some other service). Another 
argument in favor of having a separate state direction program is that there are 
interdependencies among different service programs ^hat may not be adequately 
taken into account if direction were to be provided by each of those various programs 
rather than by a separate state-level program. For example, benefits and costs of a 
service program may be received or borne beyond the bounds of that particular 
service program; these benefits and costs can be termed "externalities" from the 
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viewpoint of that particular service program. If direction and coordination of client 
services by each of these particular service programs is provided by a separate state 
program, then certain factors that are external from a particular service program's 
viewpoint can be internal from the viewpoint of the state direction program with 
its broader perspective. 

Furthermore, it is unlikely that anything less than a separate state direction 
program will achieve the desirea coordination of services for individuals, since it is 
unlikely that other existing state service programs can be effectively coordinated in 
practice by personnel who are not placed above those programs in the bureaucracy. 

We consider the following to be critical requirements for a quality direction and 
coordination service program, to be administered by the Regional Direction Centers 
we recommend below. The program should: 

• Be a well-publicized point of entry to the service system and a one-stop 
source of information to match the individual's needs with available ser- 
vices and facilitate access to the most appropriate available services. 

• Maintain information about all components of the public and private sys- 
tem, so that individuals can be effectively matched with the most appropri- 
ate available services. 

• Maintain the information base of the service system on paper rather than 
merely in people's heads, so that the information is readily transferred 
when personnel turnover occurs. 

• Create a specific and comprehensive service plan for meeting each client's 
particular needs to the extent feasible with the existing serv: Jt system, and 
coordinate with other programs to obtain needed available services for the 
client. 

• Collect and maintain information on each with adequate privacy safe- 
guards, to facilitate planning and delivery of services for the individual. 

• Serve as a representative for individual clients in interacting with the 
serqce system, to facilitate service delivery. 

• Provide for periodic review, through active follow-up, of the appropriate- 
ness of the mix of services being provided to each client in light of changing 
needs and programs. 

• Provide a multidisciplinary staff, since people trained in a single discipline 
generally cannot provide all the expertise needed to plan for the wide range 
of services needed by mentally handicapped people. 

• Provide separate staff expertise for people with needs due to mental health 
problems, mental retardation, and alcohol or drug abuse problems, since 
the service needs and programs for serving those groups are significantly 
different. 

• Provide direction nnd coordination as the primary service of the program, 
so that attention is not diverted to meeting other pressing service demands. 

• Be separate from other major direct service programs in the bureaucracy, 
so that it is not captured by those programs, and so that too much emphasis 
is not placed on direction to certain services. 

• Be publicly rather than privately provided, since it is unlikely that the 
private sector could coordinate public sector programs. 
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RECOMMENDATION 1: Establish two Regional Direction Centers: one in Reno 
to serve all of northern Nevada^ and one in Las Vegas to serve all of southern Nevada, 
with separate but cooperating staff for mental healthy mental retardation, and al- 
cohol and drug abuse clients. We further recommend that these centers be placed 
under the operational control of the Nevada Department of Human Resources, and 
be placed above the administrative level of the various divisions providing the 
services that the Regional Direction Centers would coordinate. Since not all service 
programs are within the Department of Human Resources, e.g., education and 
private service programs, the Direction Centers may need legal authority to coordi- 
nate with and exchange information with other public programs, and to provide 
limited information (with the individual's permission) to private service programs. 
Privacy safeguards on the information will be essential. 

The direction center personnel would not duplicate other services, such as diag- 
nosis, if those services are already provided adequately for an individual in another 
program such as a mental health center. Initially, the direction center ^personnel 
would not have direct authority over other operating program personnel, but would 
attempt to coordinate services to individuals through persuasion and the exchange 
of information. Later, if the voluntary approach proves inadequate in Nevada, the 
direction centers might need to be given greater power. The intent is not to duplicate 
existing services or dictate to existing programs, but to make them more coordinat- 
ed, responsive, and effective.^ While these Regional Direction Centers are highly 
placed in the bureaucracy, the Centers themselves should be located regionally 
within Nevada to be near the direct service programs and clients they are supposed 
to match together. Some mechanism will have to be developed for providing direc- 
tion to rural clients, perhaps a traveling component of the Las Vegas and Reno 
Centers. 

We recommend i^tarting small, with a staff of perhaps 6 at the Noi them Nevada 
Regional Direction Center and perhaps 12 at the Southern. The operating proce- 
dures could be developed, tested, and refined on this small scale with a limited 
number of clients. If shown to be worth the relatively small cost per client, they 
could be expanded later. 

Offsetting cost reductions and other significant benefits are to be gained if Re- 
gional Direction Centers are created. Standardized, accurate, and rapidly accessible 
management information (necessary for effective and efficient msinagement, but 
currently not adequately available) could be provided. Additional quality-of-life 
benefits would accrue to mentally handicapped people and their families from re- 
ceipt of appropriate services. Dollar-benefits are to be derived from savings in ser- 
vices that people will ..ot need later in life because of more adequate provision of 
services needed now. Savings in needless rediagnosis and recertification also would 
be realized by a simple tranr er of client records from the direction center to various 
other servers (although the diagnosis itself might be made originally by some other 
program, e.g., a mental health center or rehabilitation program). Savings would 
result from more efficient matching of the needs of a handicapped person with 
locally available services. The cost per person for a direction and coordination 
service is not in itself high, and the potential benefits and later savings from that 
service could be large, but they cannot be accurai-^ly estimated using available data. 

' The Regional Direction Centers we propose are significantly different from the California Regional 
Mental Retardation Centers (see Chap. 4). 
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The Regional Direction Centers would provide coordination for the individual 
client. Other bodios functioning at the service system level and involved in overall 
interprogram planning are the Nevada Governor's Mental Hygiene and Mental 
Retardation Advisory Board, the Nevada Alcohol and Drug Abuse Advisory Board, 
and the Nevada Developmental Disabilities Council. The essential difference be- 
tween these bodies' planning and the Regional Direction Centers we propose is that 
these bodies are primarily concerned with planning for the service system whereas 
the Regional Direction Centers are primarily concerned with planning for service 
to particular individuals. 

The Governor's Advisory Board presently functions at the Division of Mental 
Hygiene and Mental Retardation level; its responsibilities include reacting to goals, 
budgets, and program plans prepared by the division, and acting as a liaison body 
between the division, the community, and the legislature.^ 

The Nevada Alcohol and Drug Abuse Advisory Board and the Developmental 
Disabilities Council presently function at the bureau level within the Nevada Divi- 
sion of Rehabilitation. (Developmentally disabled people include those who are 
afflicted with mental retardation, cerebral palsy, or epilepsy to the degree that their 
condition is substantially handicapping and is expected to continue indefinitely.) 
The responsibilities of the Developmental Disabilities Council include developing a 
state plan and evaluating programs for the state's developmentally disabled popula- 
tion; it also has a federal- and state-supported budget of about $111,000 in FY 1975 
to support its activities and use in providing grants for projects.^ Like the Governor's 
Advisory Board, the Developmental Disabilities Council does not presently see 
preliminary budgets, preliminary goal statements, or preliminary program plans 
for the various service agencies in the state.'* Consequently, the Board and the 
Council do not have as much input to major service system decisions as they might 
have. 

RECOMMENDATION 2: Inputs to major service system decisions by the Neva- 
da Governor's Mental Hygiene and Mental Retardation Advisory Board, the Nevada 
Developmental Disabilities Council and the Nevada Alcohol and Drug Abuse Advi- 
sory Board should be strengthened significantly. To carry out this recommendation 
effectively, consideration should also be given to having the Developmental Disabili- 
ties Council placed in a higher position within the bureaucracy. Since the functions 
of the two boards and the council are complementary to those of the Regional 
Direction Centers, and since the centers will have a great deal of information that 
can be of u?c t*> those 'ther bodies, some formal relationship between them could 
be developed. 

For a more detailed discussion of direction and coordination, see Chap. 4 of the 
main text. 



PREVENTION 

Three classes of prevention can be Mstinguished. Primary prevention denotes 

- Interviews with memtK i s of the Governor's Mental Hygiene and Mental Retardation Advisory 
Board. Las Vegas. Nevada, January 6. 1975. 

^ Nevada Rehabilitation Division. Biennial Report, Department of Human Resources, Carson City, 
Nevada. 1975. 

* Interview with M. Keehn. President. Developmental Disabilities Council, Carson City, Nevada, May 
9. 1974. 
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activities perfornied for the entire population at large, not specifically the hand- 
icap)ped population; secondary prevention is done for the limited population of iden- 
tified high-risk groups of people who are vulnerable to developing mental disorders; 
and tertiary prevention includes all treatment and rehabilitation of handicapped 
people. Prevention of mental disorders is so self-evidently a "good" objective that no 
one can dispute its usefulness or desirability, but only its costs, methods, and feasi- 
bility. 

Prevention is far harder to practice than to preach, however. Nevada's programs 
for the prevention of mental disorders are in an embryonic, underdeveloped stage, 
but the state is not alone in that regard. 

Current expenditures in Nevada for the prevention of mental handicaps are 
impossible to estimate accurately; so is the number of handicaps prevented. Some 
very small but inestimable fraction of programs to improve societal-environmental 
living conditions for the general population can be considered as going for primary 
prevention of mental handicaps. More directly, some small fraction of expenditures 
for maternal and infant care, counseling, family planning, nutrition, immuniza- 
tions, Medicaid, and other programs contribute partly to the prevention of mental 
handicaps, but we have no meaningful way of estimating that fraction with avail- 
able data. The only expenditures we identified that ^^e could specifically attribute 
to the primary and secondary prevention of mental handicaps were: alcohol and 
drug abuse education, about $300,000 a year; genetic testing and counseling for 
mental retardation, about $75,000; and less than $50,000 for Crisis Call and Suicide 
Prevention telephone programs. For a more detailed discussion of prevention of 
mental disorders than appears below, and for citations of the literature on preven- 
tion, refer to Chap. 5 of the main text. 

Prevention of Mental Health Disorders 

So little is known about the specific causes and prevention of mental health 
disorders that preventive measures lack precision and it is difficult to evaluate their 
effects. Prevention of mental illness is not a new idea, but it is seldom made into an 
operational program. How does one "prevent" disorders whose causes are so poorly 
understood? 

Genetic control programs are of no significance in practice today. In the absence 
of etiologic data, genetic counseling for mental health problems has yet to pass from 
the realm of academic inquiry into application. Providing a stable and stimulating 
living environment is a preventive "good," but then so are many similar activities. 
Teaching people how to know themselves, to perceive and understand reality, to 
make realistic plans, to relate to others, to care and be cared for, to accept and deal 
with chanf^e, to accept responsibilities, and to practice effective birth control are all 
potential preventive approaches. For all of these approaches th^^re exist related 
intervention practices, but for all of them— approaches and practices alike— the 
preventive aspect of reducing mental health disorder is still open to question. There 
is less doubt about the need to increase public awareness of mental health problems, 
but even here there are few clear prescriptions, many all-too-clear problems, and not 
many notable successes. 

Society is somewhat better equipped to provide secondary prevention to help 
"identified vulnerable, high-risk groups," but there are problems here, too. A person 
with a high risk of developing a mental disorder is too seldom in touch with skilled 
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mental health providers to be identified early, so that secondary preventive meas- 
ures can be taken. More often than not the disorder develops and advances over an 
extended period of time. Ultimately, if fortunate, the person is taken on by a compe- 
tent psychologist or psychiatrist, by v/hich time the object is treatment, not preven- 
tion. Procedures should be designed to make the mental health service syste.n and 
its prospective clients more readily accessible to each other. 

Characteristic practices identified as secondary prevention include counseling 
for people who are grappling with one of life's many crises, such as the death of a 
family member, serious illness, handicaps, accidents, and economic deprivation; 
helping people resolve problems of interpersonal relations; and identifying "devel- 
opmental" and "situational" conflicts early enough that appropriate treatment can 
be pursued (the distinction between treatment and prevention blurs at this point). 

Faced with so many possible secondary prevention practices, the problem from 
a policymaker's viewpoint is exceedingly complex. Which practices ar? the most 
effective? Which ones work at all? The lack of data poses fundamental and un- 
resolved difficulties. All that can be said responsibly is that any or all of these 
practices may reduce the incidence and prevalence of mental health disorders. 

Allocatingscarce resources, the practical matter at hand, involves setting priori- 
ties. In light of the rudimentary state of knowledge about the primary and secondary 
prevention of mental health disorders, we believe there are more demonstrably 
effective ways for Nevada to spend money than on additional primary and secondary 
prevention, important though that is. Consequently, we make no recommendations 
for additional expenditures in this area. However, we do note that some of our 
recommendations later in this report, such as those for improving the identification 
of people with mental health disorders and for improving the service capability of 
the mental health service system, will enhance early treatment of mental health 
disorders and hence improve tertiary prevention. 

Prevention of Mental Retardation 

There are more than 200 identified specific causes of mental retardation, includ- 
ing metabolic errors, genetic anomalies, drug abuse, environmental pollution, radia- 
tion of pregnant women, infections, accidents, and improper nutrition. Societal 
conditions affecting behavioral adaptation are also related to mental retardation, 
but the data are poor on the nature and extent of the relationships. 

Many types of mental retardation can be prevented, including several of the 
more prevalent types. Reliable genetic information for a host of retardation-causing 
disorders can be provided to parents and prospective parents (e.g., those most likely 
to have abnormal children) but social, emotional, and moral problems are associated 
with this procedure. For example, society knows how to detect Down's Syndrome 
(mongolism) in the unborn fetus, but prevention at the fetal stage depends on family 
decisions regarding therapeutic ab rtion. Immunization can prevent infectious dis- 
eases that cause retardation, but many children are not immunized. Although very 
low in prevalence, retardation caused by PKU (phenylketonuria) is largely prevent- 
able through dietary means in children whose disorder is diagnosed early enough. 
Development and use of the Rh desensitizing gamma globulin for mothers has 
reduced jaundice in the newborn and thus has also reduced incidence of the associat- 
ed mental disorder, kemicterus. 
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Nevada offers direct service programs for people who are already mentally 
retarded. Those programs can be called tertiary prevention programs in the sense 
that they work to help mentally retarded people to alleviate or eliminate their 
functional retardation, Nevada has only a few programs for the secondary preven- 
tion of mental retardation, however, and they are uncoordinated, highly un- 
developed, and, as a consequence, not available to all Nevadans in need. 

RECOMMENDATION 3: Expand genetic testing and counseling capabilities, 
and create a high-risk registry for parents and potential parents of mentally retarded 
children. We stress that genetic testing and counseling would be provided on a 
voluntary basis; the intention i? not to tell families what to do, or to offer value 
judgments on a family's decisions, but to provide them with information they can 
use in arriving at their own decisions to conceive and bear children. The Special 
Children's Clinics provide a limited amount of this service now. The expansion we 
are recommending is to have a full-time genetic testing and counseling team in 
northern Nevada, and another in southern Nevada. Those two teams could also 
travel to rural areas part-time to provide service. The creation of a high-risk registry 
(with information and direction-like referral built in) would help make genetic 
counseling available to those most likely to benefit from it. The registry could 
include, among others, pregnant women over 35 and under 17, and families with a 
history of a retardation-causing metabolic disorder or an inherited genetic disorder 
capal)le of causing mental retardation. The various medical, mental retardation, 
and special education programs in the state would serve as sources of referrals, 

RECOMMENDATION 4: Implement monitoring and enforcement mechanisms 
to help ensure that all children of early school-age are immunized agairust potentially 
handicapping infectious diseases, that all newborn children are screened for PKU. 
and that Rh desensitization is provided when needed. PKU screening, Rh desensiti- 
zation, and immunization for measles and rubella are effective and economically 
justifiable in helping prevent mental retardation and other handicapping condi- 
tions, (See Chap. 5 of the main text for details.) In accord with Nevada law, PKU 
screening is supposed to occur routinely for newborns. These preventive services are 
relatively well provided in Nevada, but mechanisms are needed to ensure that 
coverage of the subject populations is as nearly universal as possible. 

RECOMMENDATION 5: Soon after the birth of a child, provide family plan- 
ning information to the parents, and create a registry and provide follow-up for 
children born abnormal or at high risk of being mentally retarded or having some 
other handicap. Family planning practices are related to the likelihood of having a 
mentally retarded child. The registry and follow-up for high-risk children would be 
especially valuable in permitting early detection of retardation or other handicaps, 
so that preschool special education and training and other services (tertiary preven- 
tion) could begin at an early age. The Southern Nevada Special Children's Clinic has 
a pilot project underway to develop a registry and follow-up for children born 
abnormal or at high risk. 

Good prenatal and perinatal medical care is an important factor in preventing 
retardation. The main question is how to secure such care for pregnant women and 
new mothers if they are not receiving it. One can envision increased outreacH by 
public health nurses and others to women who are not likely to seek good prenatal 
health care, and to women who do not return for routine and periodic checkups of 
their babies. Perhaps the largest improvement, however, would come from lowering 
financial barriers to good medical care. The state, for example, might consider 
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requiring that private insurance carriers cover prenatal and perinatal care fully, 
without deductibles, including coverage of the child from the moment of birth. 

RECOMMENDATION 6: Establifih specific responsibility for mental retarda- 
tion preventive services within the Department of Human Resources (perhaps in 
combination with the new unit for direction services recommended earlier). We are 
not saying that these personnel who are assigned overall responsibility for preven- 
tion should operate all prevention programs, since some functions reside appropri- 
ately elsewhere in state government. Rather, we are saying that preventive efforts 
need to be coordinated, and someone needs to take responsibility for guiding the 
building of a high-quality system of preventive services in Nevada. Placing this 
responsibility at the state level would help ensure that at least a minimum level of 
preventive services is provided in each geographic area of the state. 

Prevention of Alcohol and Drug Abuse 

Unlike many mental health problems, alcohol and drug abuse often involves 
acts of choice, at least insofar as a person decides to drink or use drugs in the first 
place and often decides when and how often to do so. For this reason prevention 
programs may well have important long-term consequences in reducing and control- 
ling alcohol and drug abuse. 

At the present time, however, there has not been a major investment in preven- 
tion programs at federal, state, and local levels; the great bulk of funds has been 
invested in direct provision of treatment services to alcoholics and drug addicts. 
Nevada is no exception. Aside from some educational programs for schoolchildren, 
there is very little prevention in Nevada; some TV spots have been prepared by 
various groups, but there is no really major "public education" campaign in 
progress. !n total, we estimate that the annual alcohol and drug abuse prevention 
expenditures by all sources in Nevada are on the order of $300,000 to $400,000, with 
a full-time-equivalent staff of no more than five people. 

Preventive measures have not proved to be especially effective, with the possible 
exception of the strict supervision and regulation of the production of drugs and 
alcohol, which cannot be done effectively at the state or local level. Alcoholism is 
similarly resistant to prevention. Prohibition, a thirteen-year "social experiment" 
in prevention and social control, was a failure. Some deterrent effect of unknown 
extent is probably achieved, however, through high liquor taxes, prohibition of sales 
to minors, and restrictions on locations and times of sale, all of which at least reduce 
drinking opportunities. Treatment and public education undoubtedly reduce the 
problem to some extent, but no conclusive work has been done to establish the 
relative merits and effectiveness of the few preventive options available. 

Unfortunately, no one can say with certainty what kinds of alcohol and drug 
abuse prevention programs are effective and should be promoted. The volitional 
element in alcohol and drug abuse, which makes prevention theoretically attractive, 
affords a ray of optimism in this otherwise murky picture. But until better informa- 
tion is available on the effectiveness of alcohol and drug abuse prevention programs, 
we cannot recommend any major expansion in the current prevention program in 
Nevada. 

For a more detailed discussion of prevention programs, see Chap. 5 of the main 
text. 
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IDENTIFICATION 

Identification, in the context of this study, is the recognition and accurate assess- 
ment of a persons disabilities and abilities. Four observations were corroborated 
again and again in our interviews with agencies and in our investigations of data 
on services provided: (1) agencies usually do not serve a significant portion of the 
population in need; (2) agencies generally do not even know approximately how 
many unserved people there are, much less who they are; (3) very few agencies have 
effective ou; reach or screening programs to identify the population in need; and (4) 
referral and follow-up for those who are identified are often lacking. 

All of Nevada s efforts to screen for potential mental handicaps prior to full 
diagnosis, and to reach out to find potential clients for service programs cost perhaps 
5200,000 to $250,000 in FY 1974. These cost figures do not include the cost of 
diagnosis following screening, nor do they include the cost of personnel who notice 
a possible mental disorder while they are primarily involved in providing some other 
service (e.g., education, medical, or social welfare services). The primary screening 
and outreach efforts were the early screening program for Medicaid-eligible chil- 
dren; a school screening program for all children in one rural county (the two 
counties with large populations, Clark and Washoe, do not screen all schoolchildren 
for mental handicaps); an outreach program of the two state Special Children's 
•/Hnics; and small, still rudimentary outreach programs at the Reno and Las Vegas 
Mental Health Centers. For a more detailed discussion and analysis of identification 
services than appears in this section, refer to Chap. 6 of the main text. 

In general terms, people who have mental health disorders, mental retardation, 
or alcohol or drug abuse problems, currently become identified to the service system 
primarily through either of two mechanisms: (1) personnel in some segment oft." 
service system (e.g., police, private physicians, and teachers) have **trouble" with e 
individual, or notice symptoms of a disorder, or (2) the individual or his or her fam! 
seeks assistance. Even after a mentally handicapped person is identified by one pa, 
of the service system, the mechanism of making referrals to all other appropriate 
service programs is often not used; therefore, the person is oflen unidentified to, and 
unserved by, some or all of those other programs. Regional Direction Centers would 
help resolve this latter problem. 

There are several plausible reasons for the current weakness of identification as 
a service. In noting what appears to be the main reason in Nevada, our intent is not 
to excuse the current situation but to lay out the underlying rationales that must 
be understood in order to effect remedial courses. In interviews with service pro- 
viders, we were repeatedly told that the paucity of available services discourages 
identification and referral initiatives; if the service system is already overburdened, 
it is logical to ask why one should bother hunting for still more clients. There are 
three answers to that question: 

• Not all of those with the greatest need or the greatest ability to benefit from 
services are among those known to the service system. Since service needs 
exceed service capacity in most areas, each program could set priorities and 
use its limited resources accordingly. However, even if they have defined 
high-priority types of clients, they cannot be serving as many of the high- 
priority clients as they might serve, since not all those high-priority clients 
have been individually identified. 
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• Were more of those in actual need identified, then the service system might 
eventually decide to respond with a more adequate level of services. If a 
clear picture is lacking of the overall population s needs, including the 
names of people needing service, it is unlikely that sufficient service system 
capacity and a range of adequate services to meet these needs will be 
provided; that situation currently prevails in Nevada. 

• People in need can benefit from knowledge of the nature of their condition, 
even if we assume that the public sector cannot serve them or chooses not 
to. With accurate and reliable information about the basic condition and 
services required, people v ith mental problems and their families are 
somewhat better preparer to help themselves and to seek out private 
sources for service. 

The following recommendatio ns are aimed at the problems noted above. 

Certain of the ideas developec" above on prevention are relevant to identification. 
In particular, recall our earlier recommendations for creation of a registry and 
follow-up of children born abnormal or at high risk of being mentally retarded or 
having some other handicap. Reporting to the registry by medical personnel could 
be mandatory. The registry and follow-up for high-risk children would be especially 
valuable in permitting early detection of retardation or other handicaps, so that 
preschool special education and training and other services could begin at as early 
an age as is desirable. 

RECOMMENDATION 7: Require parents of children beginning their first year 
of Hchool, or entering a Nevada school for the first time from out of state, to present 
to the school as a condition of admission of the child either (V the results of an 
approved health and developmental screening by an approved professional, or (2) a 
statement that the parents have decided not to have their child receive the screening 
services. There is no formal mechanism to screen and identify children, a key target 
population for any physical health, mental health, or mental retardation service 
system, afler they leave the newborn nursery and until they enter elementary 
school. In this case we are speaking of a medical examination designed to detect a 
range of potentially debilitating mental and physical conditions so that services may 
be offered at as early an age as is desirable to help alleviate the effects of the mental 
or physical disorder. This screening is valuable but not infallible for two primary 
reasons: parents may choose not to have their children screened for various reasons; 
and the screening methods for the detection of mental disorders at the age of 4 or 
5 years are not as valid and reliable as we would Jikc them to be. Nonetheless, most 
of the more severely disordered children can be detected with existing screening 
methods. Care must be taken, however, not to label children for whom the results 
of the screening and later diagnosis are not clear-cut. Before implementing this 
recommendation, the screening mechanisms to be used would have to be carefully 
considered. If these recommendations were adopted, the Medicaid Early and Period- 
ic Screening, Diagnosis, and Treatment program would pay for the screening for 
Medicaid-eligible children. The results of the screening would be forwarded to the 
state (to a Regional Direction Center, ideally), where they could be used to follow 
up to see that the various appropriate mental health and mental retardation pro- 
grams provide needed service at as early an age as is desirable, and to aid in planning 
future service programs. Implementation of privacy safeguards for people identified 
will be essential. Churchill County already has a commendable screening program 
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provided by both medical and school district personnel for every child entering the 
ychool system. California has recently implemented a related program (see Chap. 6 
of the main text for descriptions of those different but related programs). 

RECOMMENDATION 8: Adopt procedures to help ensure that (l)all Medicaid- 
tangible children and youth up to age 21 years receive early and periodic screening 
unless such screening is formally refused, and (2) follow-up steps are taken to obtain 
diagnosis and treatment for those who need them. Nevada has implemented the 
federally required Medicaid Early and Periodic Screening, Diagnosis, and Treat- 
ment program, but the program as implemented does not check to see that all 
Medicaid-eligible children are screened, and does not always adequately follow up 
on the results of the screening. The Regional Direction Centers (if created) would 
be useful in making referrals and coordinating needed services and follow-up. We 
note that implementation of this Medicaid screening would facilitate not only the 
provision of needed services, but also the transfer of eligible clients from the Aid to 
Dependent Children program to the more desirable Supplemental Security Income 
program (see the "Income Assistance" section of this report for details). 

RECOMMENDATIONS: Provide increased funding for the two existing Special 
Children s Clinics, distributed between the two clinics more equitably on a per capita 
basis than it is now, inch ding stable funding of a traveling multidisciplinary team 
to perform diagnoses in rural areas for people of any age thought to be potentially 
mentally retarded. This would provide improved diagnostic services for mentally 
retarded people. We note that some rural counties do not even have a school psy- 
chologist who could help with diagnoses. 

RECOMMENDATION 10: Establish a screening program in every county school 
district to identify all mentally retarded and seriously emotionally disturbed chil- 
dren who need special education and other services. A school district cannot ade- 
quately serve children with mental handicaps and refer them for other services if 
it does not know who they are. The schools are an ideal setting for identification of 
mental handicaps in young people of school age, since nearly all children are assem- 
bled, observed, and compared on a routine basis. Since screening of schoolchildren 
is feasible and not excessively costly, and the human and economic costs can be great 
if young handicapped people do not receive timely special services, all children 
should be entitled to at least one behavioral and psychological screening to detect 
possible mental retardation or serious emotional disturbance. Nevada lacks such a 
program. School psychologists in most counties do not screen all children; and since 
there are many unidentified mentally handicapped children in school, the mech- 
anism of relying solely on teacher referrals has not been very effective. We earlier 
suggested that a medical and developmental screening program reach children 
before they first enter school. Here we are recommending that the schools conduct 
a different behavioral and psychological screening of all children when they reach 
a specified age (perhaps 7 or 8 or 9 years old) to identify any who were missed in the 
preschool medical and developmental screening or whose mental health or mental 
retardation problems developed or became identifiable in the years since the pre- 
school screening. 

RECOMMENDATION 11: Screen high-risk populations to identify people who 
might be offered immediate mental health and other needed services to help alleviate 
existing mental health disorders before the subjects become more seriously ill or 
dysfunctional While a mechanism does not exist to readily reach everyone in high- 
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risk populations, many can be reached by the mechanism of screening people who 
are in contact with public service systems for other reasons. For example, likely 
candidates for screening would be abused children and their abusers who come to 
the attention of health, welfare, and criminal justice personnel, juvenile and adult 
offenders, residents in the two Nevada Children's Homes, emotionally disturbed 
schoolchildren, children of a psychotic parent who is in contact with the mental 
health service system, and some callers to Crisis Call and Suicide Prevention lines. 
For a more detailed discussion of identification, see Chap. 6 of the main text. 



SPECIAL EDUCATION AND TRAINING SERVICES 

Nevada law requires special education of all handicapped minors of particular 
ages. We are primarily concerned here with special education services for seriously 
emotionally disturbed children and youth to age 18 years, and special education and 
developmental training of mentally retarded people. While highly important, the 
special needs of children the education agencies term "learning disabled" are not 
within the central scope of this report if they are not primarily mentally retarded 
or seriously emotionally disturbed. However, we present data on the special educa- 
tion programs' services to children the education agencies term "educationally 
handicapped," since children who are primarily emotionally disturbed, mentally 
retarded, or learning disabled are sometimes cerved together in Nevada under the 
label of "educationally handicapped," and since many children can be classed as 
either or both emotionally disturbed and learning disabled under the rather vague 
definitions of those terms (see Chap. 7 of the main text for a detailed discussion of 
those definitions). 

The major special education and training programs serving mentally hand- 
icapped Nevadans spent more than $9 million for them in FY 1974; those programs 
are operated in two state departments, in county school districts, and in the private 
sector. The county school district special education programs provide the vast 
majority of all special education and training services, and operate under standards 
of the Nevada Department of Education with partial state funding; the Community 
Training Centers program consists of six very small private centers operating under 
guidelines and partial funding from the Nevada Division of Mental Hygiene and 
Mental Retardation; the Special Children's Clinics operated by the Nevada Division 
of Health have two small preschools and infant stimulation programs (the one in 
' Reno is a cooperative program with the Washoe County School District); and the 
Washoe County School District operates a special education and training program 
at the Nevada Mental Health Institute for retarded youth. In addition, a small 
federally funded program, P.L. 89-313, provides special education personnel at some 
state facilities (see Chap. 10 of the main text for a description). 

Of the more than 3700 mentally or educationally impaired children receiving 
special education in FY 1974, only about 100 emotionally disturbed children are 
identified as being served in Clark, Churchill, and Washoe Counties combined. No 
seriously emotionally disturbed child is known to be receiving any appropriate 
special education service in any of the other counties in Nevada. About 1644 men- 
tally retarded children and youth received special education in FY 1974. Over half 
of the possibly mentally impaired children served are not identified as either men- 
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tally retarded or as seriously emotionally disturbed; nearly 2000 "educationally 
handicapped" children received special education in FY 1974. The characteristic 
most often possessed in common by educationally handicapped children is low aca- 
demic achievement, and some of* these children undoubtedly are mentally retarded 
or seriously emotionally disturbed, or both. Even so, the total number of children 
served with all types of mental and "educational*' handicaps combined is far below 
the minimum estimate of the total number of seriously emotionally disturbed and 
mentally retarded children needing those services. Nevada is below the national 
average in terms of the number of seriously emotionally disturbed and mentally 
retarded children in special education in relation to total school enrollment, and 
even the national average leaves much to be desired. Despite the state law requiring 
special education of all handicapped minors, we estimate that in relation to the 
minimum number of Nevadans needing special education and training services, 
only about 4 percent of seriously emotionally disturbed children are identified as 
such and served, and only about 54 percent of mentally retarded children and youth 
are served. Even if one ..ssumes that every educationally handicapped child served 
is either mentally retarded or seriously emotionally disturbed (which is certainly 
not true), only about 63 percent of those in need are being served. 

Although Nevada's special education and training programs are improving, 
several problems with those services for mentally handicapped children and youth 
can be identified. They include insufficient funding and service (less than half of 
those conservatively estimated to be in need are served); inequities in service by type 
of mental handicap (services specifically for seriously emotionally disturbed chil- 
dren are nonexistent in most Nevada counties and are provided to a token number 
in a very few other counties); a questionable allocation of about half of the limited 
special education resources available for serving mentally handicapped people to 
people with the generally less severe "educational handicaps**; differential service 
by sex (boys outnumber girls in special education in Nevada two to one. and we 
seriously question whether there are twice as many iii^nd^capped boys hand- 
icapped girls in the general Nevada population); and inequities in service by geogra- 
phy (for all handic:ipped children in the remoter rural areas of every county, and 
for trainable and more severely mentally retarded children in the entirety of all but 
a few counties). Those problems also include insufficient attention to the transition 
from school to adult services (e.g., to the vocational rehabilitation program if those 
services are needed); lack of programs in schools for comprehensive identification of 
all mentally handicapped children needing services (none of the three largest school 
districts, which contain three-quarters of the state*s school-age population, has a 
screening program reaching all children); lack of direction to other service pro- 
viders; and lack of information (at the state level, even the number of mentally 
handicapped children in special education is not accurately known, and quantitative 
data on the effectiveness of Nevada*s special education are virtually nonexistent). 
Finally, there is a problem of an inadequate number of professional staff to manage 
the special education program at the state level (only two consultants), and of 
triplication of preschool education responsibility at the state level (among the De- 
partment of Education, the Division of Health, and the Division of Mental Hygiene 
and Mental Retardation). Of all the problems listed, the greatest by far is the large 
fraction of seriously emotionally disturbed and mentally retarded children who 
receive no special education at all. 
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The primary concern, then, is to expand special education services and make 
them available to all seriousl> <Mnotionally disturbed and all mentally retarried 
children and youth who need them, as is required by law. In our view, the two factors 
most responsible for restricting the number of mentally handicapped children re- 
ceiving special education are: (1) the limited number of* units (basically, special 
education professionals) for which the state will provide financial support, and (2) 
the lack of identification programs for mentally handicapped children in the county 
school districts. Obviously, a school district cannot serve mentally handicapped 
children if it does not know who they are. To help remedy this lack of knowledge, 
we earlier recommended that a screening program be implemented in each school 
district. 

RECOMMENDATION 12: Provide state financing for an additional 230 special 
education units above FY 1974 levels specifically for seriously emotionally disturbed 
children, and an additional 163 units above FY 1974 levels specifically for mentally 
retarded children. This would furnish special education to a total of 2650 seriously 
emotionally disturbed children and 3030 mentally retarded children, the minimum 
number we estimate need such services. If more than those minimum numbers of 
handicapped children are identified by the screening program we have recom- 
mended, the number of special education units can be adjusted accordingly. The 
Nevada Legislature has been ambivalent by mandating special education for all 
handicapped children but failing to allocate funds to cover the expense. The legisla- 
ture did significantly increase the number of units in 1975, however, and thus 
continued the growth of the special education system. Since special education of all 
handicapped children is legally required in Nevada, we suggest a state goal of having 
every handicapped child in special education by 1980. (A lawsuit also has been filed 
in Nevada to force the provision of special education to all handicapped children; 
this is essentially the same lawsuit that has been won in other states on constitution- 
al grounds.) While spreading the action over a five-year period does not solve the 
problem of unmet needs immediately, it will allow time to identify the children in 
need, to modify facilities and retrain personnel, and to hire high-quality new special 
education teachers. Cost estimates for implementing this and other special educa- 
tion and training recommendations are developed in Chap. 7 of the main text. 

RECOMMENDATION 13: Make the definitions of handicapping conditions 
issued by the Nevada Department of Education more specific, place limits on the 
number of units by type of handicap, including seriously emotionally disturbed chil- 
dren as a separate category, and enforce all special education standards. Inequities 
in service by type of handicap may be only partially resolved by increasing the 
number of units funded. Under current definitions used in Nevada education, chil- 
dren with significantly different service needs are lumped together under the term 
"educationally handicapped." The term is so broad that large numbers of children 
could find themselves labeled unnecessarily, and many children who do not have 
substantial handicaps (e.g., children who need only remedial reading) might be 
placed in special education, while those with substantial handicaps might go uniden- 
tified and unserved if funds are not earmarked for them. 

RECOMMENDATION 14: Significantly increase the special education staff of 
the Nevada Department of Education to at least 10 full-time-equivalent professional 
staff members so that they can provide guidance and consultative technical assistance 
to rural county school districts, and so that they can more adequately manage their 
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major responsibilities in the area of special education. Tho two consultants who 
currently make up the state special education professional staffare to be commend- 
ed for the fine job they are performing, but they are only human; a much larger staff 
is needed. Since it is not reasonable to expect the rural school districts to have, on 
their full-time county staffs, all of* the specialized and expensive special education 
expertise they may need, the Nevada Department of Education should provide for 
consultation and technical assistance to rural special educators. 

RECOMMENDATION 15: Provide nearly all mentally retarded Nevada Mental 
Health Institute residents with special education and training services appropriate 
to their level of development; provide those special education and training services 
away from the institutional setting for nearly all residents; and provide a teaching 
aide and adequate equipment and materials for each special teacher. The present 
numbers of teachers, aides, equipment, and materials are inadequate in relation to 
the clear need. Service away from the institutional setting would enhance the 
education, training, and quality of life of residents by giving then" wider exposure 
to the normal situations and experiences of everyday life. 

RECOMMENDATION 16: Focus the preschool portion of the Community Train- 
ing Center (CTC) program in rural areas on developmental stimulation and training 
for the more severely retarded children below age 3 only. In the Las Vegas and Reno 
areas, have the CTCs serve only adults, leaving developmental stimulation and train- 
ing for the more severely retarded children below age 3 to the Special Children's 
Clinics. The CTC program as presently operated is a dichotomous entity that pro- 
vides two basically different kinds of service to mentally retarded people: a preschool 
program, and a program of day-care, activities of daily living, prevocational, and 
vocational (including sheltered work) services for the more severely mentally re- 
tarded people about age 18 or above. This recommendation for a change in CTC focus 
arose primarily because the age range for mandatory special education of mentally 
retarded children by the public school system was lowered by the Nevada Legisla- 
ture to age 3 in 1975. These changes in focus will decrease the present fragmentation 
and triplication of responsibility for preschool special education and training pro- 
grams. Also see recommendation 54, which concerns the funding of Community 
Training Centers. 

RECOMMENDATION 17: Have the Special Children's Clinics program trans- 
fer their 3- and 4-year-old nursery-school children to the county school districts and 
concentrate its very limited resources on identification of preschool-age retarded chil- 
dren, direction of their families to other service providers, counseling of families with 
retarded children, and developmental stimulation and training for the more severely 
mentally retarded children below age 3. The Nevada Division of Health's Special 
Children's Clinics program presently operates two small nursery schools and infant 
stimulation programs, primarily for preschool mentally retarded children who were 
not served by the county school districts in FY 1974. This recommendation is made 
possible by 1975 legislation which requires the special education by public schools 
of 3- and 4-year-old mentally retarded children. 

RECOMMENDATION 18: Improve referral from special education to other 
programs serving mentally handicapped children and youth. In particular, increase 
the number of referrals to Vocational Rehabilitation of mentally handicapped youth 
well before they leave school and increase the number of referrals of seriously emo- 
tionally disturbed youth (whether or not they are in special education) to the local 
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mental health center or rural mental health dink\ or Children's Behaii rat Services 
profyram. The schools are not designed to provide every type of service well, nor 
should they be. since other programs exist to provide those services. These referrals 
could all be made and followed up by Direction Centers, if chey are created. In the 
event that other programs do not have adequate resources to serve all those in need 
of service, then priorities should be established and all referred youth should be 
screened so that high-priority needs are met first. 

RECOMMENDATION 19: Obtain improved program management and effec- 
tiveness information for each Nevada special education and training program. Avail- 
able information on special education and training in Nevada is inadequate for 
effective program management, accountability, evaluation, and planning (recall 
that we are not even sure exactly how many mentally handicapped children are in 
special education). 

For a more detailed discussion of special education and training services and cost 
estimates for the above recommendations, see Chap. 7 of the main text. 



MENTAL HEALTH SERVICES 

Nonresidential Mental Health Services 

Nonresidential mental health services include outpatient, emergency care, and 
day treatment psychological services. They are delivered in Nevada primarily 
through Mental Health Centers, Children's Behavioral Services programs. Rural 
Clinics, Suicide Prevention and Crisis Call lines, by psychological counselors in 
schools, by the military, and by psychiatrists and psychologists in private practice. 
Residential treatment services for mental health disorders, and all services by the 
Nevada Mental Health Institute, are discussed in the next subsection. For a more 
detailed discussion and analysis of these programs than appears in this summary, 
see Chap. 8 of the main text Desirable features of a psychological service system are 
described in some detail in a separate section of that chapter. Basically, we take the 
eclectic position that people experience a variety of kinds of mental health problems, 
which should be dealt with by a variety of kinds of professionals and paraprofession- 
als in the least restrictive envi onment possible, employing a variety of approaches 
and treatment modalities as appropriate to the particular individual's problems. 
Our orientation is that no ojil single modality or approach is the best for every 
client, and hence no one (such as drug therapy or behavior modification) should be 
used almost exclusively by a mental health service agency. 

We have estimated that, as of 1975, at least 11,000 Nevadans have significant 
mental health disorders that result in a substantial need for psychological or psychi- 
atric services. That figure is a conservative minimum estimate; the true figure m..y 
be as much as five times that, or 55,000 people. The two predominant segments of 
the nonresidential mental health service system currently intended to meet those 
needs are the private psychiatrists and psychologists, and the Nevada Division of 
Mental Hygiene and Mental Retardation. Of the estimated $3.3 million in public 
and private funds spent in FY 1974 for nonresidential mental health services in 
Nevada, the Nevada Division of Mental Hygiene and Mental Retardation accounted 
for about 51 percent, private psychiatrists and psychologists accounted for about 42 
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percent, and the remaining 8 percent was provided through various other agencies. 
A total staffof about 171 people provided services in person to a maximum caseload 
of about 10,500; another approximately 6800 callers to Suicide Prevention and Crisis 
Call Centers were served by telephone. To some degree, however, these numbers 
represent apparent rather than actual service achievements for the mental health 
service system. For reasons given immediately below, the number of different people 
with mental health disorders served in person in FY 1974 is significantly less than 
10,500; one cannot conclude that nearly all 11,000 people needing substantial psy- 
chological or psychiatric services (our minimum estimate) are being served. The 
10,500 figure is a count of the number of cases served by the various agencies, and 
includes: double-counting if people were served by more than one agency in a year 
or were admitted to the same agency's program more than once; counting of people 
served who do not have substantial mental health disorders (e.g., some parent- 
effectiveness trainees in the Children's Behavioral Services program, some con- 
sciousness-raising group participants at the University of Nevada, some mildly 
neurotic people served by private professionals, and various types of people served 
by Rural Clinics, such as those receiving premarital counseling); and counting of 
people who are not really served (e.g., those who are counted as cases but who do 
not return after an initial intake interview— 33 percent of outpatient cases at the 
Las Vegas Mental Health Center were of this type). Finally, cases reported by the 
agencies may represent people served who have substantial mental health disorders, 
but who were inappropriately served because of the nonexistence of a service they 
needed, such as day treatment, or inadequately served by a relatively unskilled and 
untrained mental health technician. 

We could not accurately determine what fraction of the 10,500 cases reported 
as served by the programs represented different people with substantial mental 
health disorders who were adequately served, so we have reported the maximum 
10,500 figure and caution the reader as to its meaning. 

' In two of the recommendations in this section we urge specific Nevada programs 
to increase the emphasis on service to people with the more severe mental health 
disorders. This means a shift in emphasis for those specified programs and should 
not be interpreted to mean that only severely mentally handicapped pec pie should 
be served. There also is a clear and important need to serve people with less severe 
mental health disorders when effective treatment methods are available. Several of 
our recommendations are specifically aimed at improving services to less severely 
handicapped people. 

There is a major difference in the total amount of nonresidential mental health 
service delivery per capita by geographic region: rural counties have a combined 
public and private caseload of about 11 per 1000 population, Clark County has about 
17 per 1000, and Washoe County has about 26 per 1000. The relatively underserved 
rural area of the state receives almost no services from private psychiatrists and 
psychologists; most of the service that is provided comes from the state Rural Clinics 
mental health program, which has a seriously deficient staff. Clark County is better 
served on a cases-per-capita basis, and Washoe County is by far the best of the three 
areas on that same measure. However, that measure does not re\ al the fact .hat 
in Washoe County the mental health center provides only a limited range of services 
that are not appropriate for all persons* needs; it does not provide a needed day 
treatment progran. jr 24-hours-a-day emergency care, for example. This major 
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difference in the level of service per capita in different geographic regions also exists 
in the public service system considered by itself, despite the fact that the public 
service system is state operated. 

"^'le problems we note with respect to nonresidential mental health service 
include: insufficient service capacity to meet the minimum need in each area of the 
state, with the greatest deficiency being in rural counties; mental health technicians 
inadequately trained and supervised in relation to their mental health treatment 
responsibilities; lack of a continuum of levels of nonresidential services in each area; 
excessive reliance on a single treatment modality in some programs in 1974; inade- 
quate follow-up service to people released from the Nevada Mental Health Institute; 
few services to emotionally disturbed children in the schools; and almost no mental 
health services for mentally retarded people. 

RECOMMENDATION 20: Fill all authorized professional staff positions at the 
La.s Vegas Mental Health Center. A number of problems noted with both residential 
and nonresidential services at the center in 1974 (problems with intake assessment, 
staff supervision, and smooth transition from one level of care to another) could be 
resolved if the center had all authorized professional staff positions filled. The ad- 
ministrator of the Las Vegas Mental Health Center indicates that as of February 
1976, the * Vast majority" of these professional positions are filled. The one major 
problem that cannot be resolved by filling those professional positions is the lack of 
training and skills of the mental health technicians; a subsequent recommendation 
will deal with this problem for mental health technicians in all programs. 

RECOMMENDATION 21: Provide 24'hours-a-day emergency crisis intervention 
service in every mental health center and in the Rural Clinics mental health pro- 
gram. While it is obvious that people with mental health disorders require emergen- 
cy help at times other than weekdays from 8 a.m. to 5 p.m., some of Nevada's major 
current mental health programs do not have 24-hours-a-day emergency crisis inter- 
vention service. This emergency service should include an in-person crisis clinic plus 
the ability to provide emergency care on an overnight basis if needed, so as to provide 
needed service and also help avoid unnecessary hospitalization. For details see the 
section of Chap. 8 of the main text entitled, "Desirable Features of a Psychological 
Service System." We assume that staff members on duty evenings, nights, and 
weekends would provide more than just emergency services, to the extent possible, 
so they are efficiently utilized. For example, emergency services can now be provided 
by non-weekday staff on the residential service units of the Las Vegas Mental Health 
Center. 

RECOMMENDATION 22: Substantially increase (at least double) the staff of 
the Rural Clinics mental health progrim; have a full range of professional skills 
represented on the staff so that a fuL range of treatment modalities can be used; 
iiubfitantially upgrade the skills levels required of mental health technicians as 
de.'icribed in a subsequent recommendation; continue in operation the present offices 
in rural areas; and provide for visitation of each rural office one day a week by a 
traveling multidisciplinai y team of senior mental health professionals to supplement 
the lower-skilled rural office staff. Nonresidential mental health services to rural 
Xevadans are substantially worse, in both quantity per capita and quality, than 
those available in Las Vegas and Reno. Because it is probably not feasible to staff 
each rural office with a full team of professionals, we suggest a set of two traveling 
teams, each on the rural office circuit about half the time. Thus, skills such as those 
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ofa psychiatrist, which are needed for chemotherapy and other modes of treatment 
but are not needed full time, would be available in each rural area. Local rural office 
staff would provide outpatient follow-up and emergency services. Traveling teams 
would complement and supervise the local office staff, assist on difficult cases, and 
help to follow up discharged residential patients. Residential mental health services 
needed by rural residents would be provided by the Nevada Mental Health Institute, 
probably by the same personnel who make up the two half-time traveling teams. 
Thus, two full-time teams could serve rural residents; each would work half-time 
with patients from rural areas at the NMHI while the other was visiting Rural 
Clinics offices. 

RECOMMENDATION 23: Increase the Rural Clinics efforts on what appears 
to he the greatest need, service to people with substantial mental health disorders. The 
current Rural Clinics personnel are spreading themselves thin trying to do many 
different things and are not adequately serving most people with substantial mental 
health disorders. Rural Clinics is an excellent example of a small, embryonic pro- 
gram with admirable goals that exists mainly on paper as far as many rural Neva- 
dans, especially those with the more severe disorders, are concerned. 

RECOMMENDATION 24: Establish a second community mental health center 
(CMHO in Clark County. The present Las Vegas Mental Health Center is operating 
at nearly full capacity and there are still clear unmet needs in the county, e.g., in 
the areas of follow-up of released residential service patients, service to emotionally 
disturbed children and adolescents, service to rural residents of Clark County, and 
service to mentally retarded people with mental health problems. The main problem 
with the existing Henderson Mental Health Center is that it is extremely small in 
relation to the two-thirds of the Clark County population in the geographic catch- 
ment area it is supposed to be serving. The small Henderson Mental Health Center 
does not provide a full range of services and is not located near the center of the 
population it is supposed to serve. We suggest the present Henderson Mental Health 
Center be retained as a satellite office of a new community mental health center 
designed on the order of the present Las Vegas Mental Health Center and ijcatod 
on the opposite side of Las Vegas. Population growth in Clark County that will occur 
before a new CMHC could be operational adds further weight to arguments favoring 
a new CMHC. No one really knows for sure how many people need mental health 
services in any of the three major areas of the state, but the existing pressure on 
the service system in each of the three areas (Clark, Washoe, and rural counties) 
indicates a critical need for expanded service ca[.jcity. Given Las Vegas's current 
and projected populations, there appears to be ample evidence to support two full 
community mental health centers for the metropolitan area. 

RECOMMENDATION 25: Expand the Reno Mental Health Center to a full 
community mental health center on the order of the one now operational in Las 
Vegas, in the Washoe County area, the main problem with nonresidential mental 
health services is that a full continuum of services is not provided. The Reno Mental 
Health Center functions primarily as an outpatient program for adults plus a small 
day treatment and outpatient program for adolescents. Both the adult and adoles- 
cent programs are operating at full capacity, still not meeting the need, and people 
must be turned away. Day treatment for adults is not provided, nor are 24-hours-a- 
day emergency services or short-term residential care outside the NMHI in Sparks. 
Rural residents and mentally retarded residents are not now served. Population 
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growth will significantly increase the need for a new community mental health 
center before it can become operational. We do not believe the NMHI should func- 
tion as a community mental health center for Washoe County; it has enough other 
functions (described later in this section) for which it appears better suited and 
which will use its staff to full capacity. The catchment area for the new community 
mental health center would be all of Washoe County plus the Lake Tahoe and 
Carson City areas, since we believe these would be better served by satellite offices 
linked to a community mental health center in Reno than by the Rural Clinics 
program, which does not provide a full range nental health services. 

When the northern Nevada ChildrenV ....... al Services (CBS) program is 

fully implemented, the Reno MHC Famil; Unit rvi 3 program and staff for chil- 
dren and adolescents should work in close jope; : i -un ith it to maximize coordina- 
tion of services and continuity of care for chi. ^ ren anr youth. If the northern Nevada 
CBS program serves only children under age iJ, aii the Clark County CBS program 
now does, there will be a need for services to youths aged 13 to about 18 that th.. 
Reno MHC program could concentrate on. 

RECOMMENDATION 26: Have the Children s Behavioral Services program 
provide more complete initial assessment of the mental health problems and service 
needs of the children it serves than it did in 1974, concentrate more of its resources 
on those children with the more severe mental health disorders than it did in 1974, 
and broaden the mix of professional skills on its staff to include specifically both 
physicians with specialty training in psychiatry and psychologists so that a more 
complete range of treatment modalities can be provided. The program in Clark 
County in 1974 was dominated by one mental health discipline (psychology) and one 
mode of treatment (behavior modification), which is not always the most appropriate 
mode of treatment for every mental health disorder. CBS might be fortunate enough 
to hire a physician with specialty training in both psychiatry and pediatrics; if not, 
then the program would also need to provide for pediatric services on at leas', a 
part-time consultant basis. In addition, some of the CBS client children whose cases 
we reviewed may not have had significant mental health disorders. The CBS pro- 
gram justifies serving children with mild behavior disorders by saying serious men- 
tal disorders are being prevented; while we fully support the goal of prevention, it 
is very hard to tell if a serious mental disorder would have occurred in a child with 
a mild behavior disorder i 'CBS had not served the child (see Chap. 5 of the main 
text, on Prevention, for a discussion of this issue area). 

The schools are not presently providing adequate special education for emotion- 
ally disturbed children. But even if they did, there would still be a need for nonresi- 
dential mental health services for the more severely emotionally disturbed children. 
Rather than make the schools take on the functions of mental health service agen- 
cies, recall our earlier recommendation for increasing the number of referrals of 
seriously emotionally disturbed children and youth in school, whether or not they 
are in special education, to the appropriate mental health center. Children's Behav- 
ioral Services program, or rural mentai health clinic for service. The schools are not 
designed to provide every type of service well, nor should they be, since otner service 
programs exist. 

RECOMMENDATION 27: Provide mental health services to mentally retarded 
Nevadans and their families if they need them. Such is usually not done now, and 
consequently a substantial gap exists in services provided for these pec^le (see the 
next section on "Mental Retardation Services"). 
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RECOMMENDATION 28: Substantially upgrade the skills of ''mental health 
technicians'' involved in treatment of mental health disorders by: (1 ) eliminating the 
existing personnel classification and creating three new classifications, one for those 
employees who primarily treat mental health disorders, one for those who primarily 
provide mental retardation services, and one for those who primarily perform non- 
treatment support functions such as clerical work, housekeeping, an patient escort: 
(2) upgrading the job requirements for the mental health treatment positions to the 
masters degree level; and (3) creating a training program at the University of Nevada 
at the masters degree level to provide people skilled in a broad range of mental health 
services to fill the mental health treatment positio;is. This recommendation is neces- 
sary because many mental health technicians, in both residential and nonresiden- 
tial mental health programs, currently carry a heavy responsibility for direct treat- 
ment of people with mental health disorders, but many of them are seriously under- 
qualified or unqualified to fulfill that responsibility. The job requirements include 
only a high school education, plus experience and training for higher levels in the 
"mental health technician" job series. Unfortunately, the training of many techni- 
cians is clearly substandard. The officially required training levels are low to begin 
with. However, the Division of Mental Hygiene and Mental Retardation did not 
appear to have provided even those minimum amounts of training in most cases, and 
had certainly not adhered to the spirit of the training requirements. Each program 
i^ supposed to provide training for its own technicians. At the time of our interviews 
in 1974, we were told about the existence of some very brief training, but saw no 
high-quality, formal training program. For example, the Rural Clinics program 
(where mental health technicians directly treat mental health patients), provided 
no formal training program at the time of our interviews. A tendency we noted in 
some nonresidential ment \1 health programs was for the program's administrators 
to tailor the services provided to fit the skill levels of their personnel, rather than 
tailoring their personnel to fit the greater service needs (either by revised hiring or 
revised training policies). Thus, some personnel who do not have the skills to help 
treat severely mentally ill people are assigned work for which they are more qua- 
lified (e.g., parent effectiveness training and premarital counseling), while people 
with more severe mental disorders go unserved. The new master's degree level of 
mental health personnel that we propose could be assigned the role of primary 
therapist (with appropriate professional supervision and support) and provide sub- 
stantial meaningful treatment at relatively low cost compared with using only 
psychiatrists or Ph.D.-level psychologists in that treatment role. Recently, some 
improvement has been made by the Rural Clinics program overfilling some of its 
technician positions with master's degree level professionals. The NMHI Director 
also told us he is "proceeding cg replace mental health technicians with more highly 
L-killed professionals." As of February U 76, the NMHI had converted 2^^ such 
pDsitions. However, as detailed in Chap. 8 of the main text, the graduates of the 
proposed university-based work-study program would be skilled in a broad range of 
disciplines and services needed by people with mental health disorders; they would 
have significantly broader training than people with masterVlevel preparation in 
disciplines such as social work or psychology. 

Along with upgrading the skills of mental health technicians, certain other 
changes are necessary: It must be recognized that technicians who serve mentally 
retarded people need different skills from those of technicians who serve people with 
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mental health disorders; and both kinds oftechnicians should be free oCmany oCthe 
lesser tasks that mental health technicians currently perform, such as escorting 
people from place to place, and doing housekeeping and other tasks. Those tasks 
should not be done by technicians at the proposed master s degree level, but should 
be assigned to people with lower skill levels. We believe it is time for a frontal assault 
on the issue of quality of personnel; in Chap. 8 of the main text we propose a 
university-based work-study program to address this issue. 

Finally, the above recommendation will not mean the elimination of all para- 
professionals from mental health service positions, which is neither desirable nor 
feasible. 

Residential Mental Health Services 

Residential programs required to meet the diverse needs of mentally hand- 
icapped persons range from full inpatient care programs to semi-independent resi- 
dential living programs that offer minimal supervision and assistance. We focus 
here on residential service programs intended to provide more than the supervised 
residential living discussed later. For people with mental health problems, these 
residential service programs discussed here include: the Nevada Mental Health 
Institute s i .ital health programs, the Las Vegas Mental Health Center's residen- 
tial treatment program; the new Children's Behavioral Services residential treat- 
ment program: local medical facilities with psychiatric units; the Nevada State 
I^'ison; the new Mentally Disordered Offender Facility; the Veterans Administra- 
tion Hospital: and out-of-state residential treatment programs where Nevadans are 
sent when appropriate in-state services are not available lor them. For a more 
detailed discussion and analysis of these programs than appears in this summary, 
s^e Chap. 10 of the main text. 

For Nevadans with mental health disorders, approximately $6 million was spent 
for residential treatment in FY 1974. The total full-time-equivalent srafT numbered 
about 330. The daily average number of people in these residential programs was 
just under 300, and the total number of different service episodes (i.e., patient-stays 
at a facility) in FY 1974 was approximately 3300. The actual number of dii/erent 
people served is less than 3300, since some unknown number of people had more 
than one patient-stay at a facility or were served at more than one facility in FY 
1974. In terms of daily average bed-capacity filled, the NMHI was the largest (160), 
followed by local and private general medical facilities with psychiatric units (64), 
and the Las Vegas Mental Health Ce.iter (30). In FY 1974 the Nevada state service 
system (i.e., all except local and private medical facilities with psychiatric units) 
accounted for about 78 percent of the utilized bed-capacity, 47 percent of the annual 
service episodes, 70 percent of the staff, and 52 percent of the expenditures. Thus, 
the state system is significantly less expensive per bed-year, but incurs about the 
same cost per service-episode since the service-episodes are longer than they are for 
local and private facilities. Such direct comparisons are difficult to interpret, how- 
ever, because the types and severity of the mental disorders seen in the two sectors 
were quite different in FY 1974. 

Since FY 1974. the residential mental health service system has been undergo- 
ing major changes: the geriatrics program at NMHI has been greatly reduced and 
the staff transferred to the NMHI neuropsychiatric program, which has decreased 
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the median patient-stay to 17 days in 1975; a new Mentally Disordered Offenders 
Facility has been constructed (bed-capacity 32); two Children's Behavioral Services 
residential treatment facilities are being created (each with a planned bed-capacity 
of 16); and the Rancho Vegas Nursing Center has planned to open a long-term 
psychiatric care section (bed-capacity 39). The probable net effect of these changes 
will be an increase in the utilized bed-capacity in Nevada of about 11. The prime 
reason the utilized bed-capacity will not increase substantially in spite of the new 
construction is that NMHI is substantially reducing the number of residents so that 
it can offer better mental health services to those who remain (the staff has not been 
reduced), and serve them in NMHI's better buildings. 

We note that merely to maintain the 1974 level of service in 1985, the bed- 
capacity and annual budget of the residential mental health service system would 
have to be increased from 286 to 380 beds and from $6.0 to $8.0 million (in constant- 
value dollars). 

Residential mental health services in Nevada are improving. The following 
recommendations are therefore intended not as criticisms of recent changes but as 
guidelines to further improvement. Three years ago, there were essentially no resi- 
dential services in Nevada for children and youth with mental health problems, but 
the legislature has since approved three major new programs providing relatively 
short-term residential services (the Las Vegas Mental Health Center and the two 
Children's Behavioral Services programs); however, there is still a need for longer- 
term, in-state, intermediate levels of residential mental health services for children 
anJ youth. For adults, the NMHI, the prison, and a few local and private hospital 
beds existed three years ago, and the legislature since has approved two major new 
programs (the Mentally Disordered Offender Facility and the Las Vegas Mental 
Health Center adult program); however, there is still a need for short-term residen- 
tial capacity in conjunction with the two improved mental health centers we recom- 
mended earlier. The recent massive shifl of the mental health section of NMHI from 
a mixture of chronic and acute care toward snort-term acute treatment has lefl 
those adults in need of intermediate-level chronic care inadequately served. 

The two newly approved Children's Behavioral Services residential facilities 
help fill a gaping hole in the Nevada mental health residential service system for 
young people, and we fully endorse them. In 1974 there was no residential mental 
health treatment program for children and youth, either public or private, in north- 
ern Nevada. The only public mental health facility in the entire state that accepted 
youth on a residential basis was the Las Vegas Mental Health Center, and it usually 
accepted only youth over 12 years old from the Las Vegas area. Consequently, 20 
to 30 of those children with the severest mental problems requiring residential 
treatment were sent to mental facilities out of state. (Forty-five were placed out of 
state in December 1975.) Other less fortunate children were not served at all. Still 
others ended up in places such as the state juvenile training centers or the state 
children's homes, which are not intended to offer mental health treatment pro- 
grams. 

RECOMMENDATION 29; The two Children s Behavioral Services (CBS) resi- 
dential treatment programs should be adequately and unconditionally staffed^ spe- 
cifically including positions for both physicians with specialty training in psychiatry 
and psychologists so that a more complete range of treatment modalities can be 
provided; the Reno CBS residential facility should serve children and youth through 
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age 18: and both facilities combined should accept rural childn 'i so as to prevent 
differences in the level of service p^" capita between the Las Vef^as, Reno, and rural 
areas of Nevada. When construction is completed on the CBS residential facilities 
in Reno and Las Vegas, the lack of residential mental health services we noted above 
for youngsters in Nevada will be partially rectified. However, the CBS facilities are 
small and the program in the south accepts only 12-year-old and younger children, 
while the Las Vegas Mental Health Center serves those over 12. If the CBS program 
in the north accepts only 12-year-olds and younger, there will still be no residential 
mental health program for children over 12 years old in northern Nevada, since the 
Reno MHC currently has no residential capacity and NMHI does not serve children. 
Also, both the northern and southern Nevada CBS, and the Las Vegas MHC, resi- 
dential programs will provide only relatively short-term, intensive residential ser- 
vices and short-term transitional residential placement with specially trained 
"pi ofessional parents"; any child who cannot live in his or her own home or in a 
foster home over the longer term will not have longer-term, in-state, intermediate 
levels of residential mental health services available. (This problem is dealt with in 
recommendation 32.) In addition, emotionally disturbed youth in rural areas need 
provision for residential services from the CBS or some other program and outpa- 
tient services from an upgraded Rural Clinics program. Finally, the CBS nonresiden- 
tial program in Las Vegas currently does not provide a full range of treatment 
modalities to meet the range of children's needs; rather, it focuses primarily on the 
behavior modification mode of treatment. 

RECOMMENDATION 30: Correct the major deficiencies noted in the Joint 
Commission on Accreditation of Hospitals (JCAH) accreditation report for the mental 
health section of the NMHI. Although the mental health section is accredited, 
NMHPs mental health program still has major deficiencies that must be corrected 
to improve the quality of services and to maintain JCAH accreditation. 

A major problem exists with the quality and quantity of psychological services 
provided at NMHI. The psychiatrist in each NMHI neuropsychiatric unit is able to 
spend an average of only about one-half hour per week in direct contact time per 
patient, exclusive of record-keeping (recall the median stay of 17 days). Other staff 
members therefore carry a heavy responsiblity for patient treatment. Since the 
units have no regular full-time direct-patient-service psychologist and since the 
social worker has other responsibilities, a heavy load rests on the one supervisory 
psychiatric nurse and the unit's mental health technicians who are assigned as each 
patient s "primary therapist." As indicated above, however, the technician's job 
requires only a high school education, and at the time of our interviews their 
training was grossly inadequate; there was no formal training program for all the 
technicians at NMHI (contrary to the officially stated job requirements). Conse- 
quently, most of the mental health technicians, although hardworking and dedicat- 
ed, are not skilled enough to adequately do the work they are responsible for. The 
upshot is that psychopharmacological intervention (drug therapy) appears to be the 
primary mode of treatment for most mental health patients at the Institute. How- 
ever, psychopharmacological intervention is primarily useful as an adjunct to other 
kinds of treatment (e.g. psychotherapy), which it may facilitate but does not replace. 
Essentially the same lack of skills and training of technicians prevails in the Las 
Vegas Mental Health Center residential treatment program. Recall our earlier 
recommendation for upgrading mental health technician skills to resolve thi« situa- 
tion for both nonresidential and residential mental health programs. 
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In addition to the deficiencies in mental health services within NMHI noted 
above, another major deficiency of* the NMHI mental health program in mid-1974 
was in the area of postH' ^charge fbllow-up treatment. Continuity of* care and ade- 
quate fbllowup treatme.- afler discharge f*rom NMHI was the exception rather than 
the rule in 1974, although some significant improvements have been made since 
then. This is a major problem with the state s mental health service system, since 
two primary objectives of inpatient treatment are (1) to help the patient through a 
severe mental health crisis (a few days' treatment will usually help a patient past 
an episode of acute decompensation), and (2) to engage the patient in a treatment 
process that will continue and will address the basic problems that made him or her 
vulnerable to the acute decompensation. Whereas the first objective can usually be 
satisfied in a brief hospitalization of a few days' duration, the second objective 
usually requires substantial treatment extending beyond the period when residen- 
tial inpatient treatment is required. Psychotherapeutic services, for example, usu- 
ally cannot be satisfactorily completed within a 17-day period (the median NMHI 
length of stay.) 

The Reno Mental Health Center s lack of adequate follow-up (other than drugs) 
in 1974 has led the NMHI to attempt its own follow-up in the Reno area, but the 
limited NMHI staff has enough difficulty merely providing its residential services. 
The Rural Clinics personnel were not providing adequate follow-up for most rural 
residents discharged from the Institute, and it is doubtful that they have the person- 
nel to do so and also fulfill their other responsibilities. For Clark County residents, 
the transition is abrupt from the Institute to the Las Vegas Mental Health Center, 
but the center can provide adequate follow-up services and has recently developed 
an "Advocacy/Aftercare Program," which provides follow-up services to former 
inpatients of the Las Vegas MHC and the NMHI, and generally monitors and 
implements continuity of care. 

RECOMMENDATION 31: Implement improved follow-up treatment to provide 
a continuity of care for mental health patients released from NMHI; mandatory 
improved follow-up procedures also should be established to help ensure that people 
released from other state-operated residential mental health treatment programs (Las 
Vegas MHC and CBS programs) receive adequate follow-up services. This includes 
both short-term and long-term follow-up, e.g., for people who have a chronic need 
for some intermediate level of mental health services and are residing in extended 
care facilities that do not provide those services. The expanded mental health cen- 
ters and Rural Clinics program staff improvements we recommended earlier are 
necessary to provide fully adequate follow-up treatment for NMHI ex-patients, since 
outpatient services are not in adequate supply anJ day treatment services are 
nonexistent outside the Institute in most geographic areas (particularly in rural 
counties and Washoe County). 

Since changing a patient s primary therapist in the transition from residential 
to nonresidential service is difficult and can disrupt treatment, it ideally would be 
preferable to have the same primary therapist in both the inpatient and nonresiden- 
tial phases of treatment. Professionals such as psychiatriats or Ph.D.-level psycholo- 
gists could be used as the single primary therapist in all phases of treatment. 
However, the new master s degree level of mental health service personnel we 
recommended above cOuld be assigned the role of primary therapist (with appropri- 
ate professional supervision and support) and provide substantial treatment at rela- 
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tively low cost compared with using only psychiatrists or Ph.D.-level psychologists 
as primary therapists. 

Recall our earlier recommendation that two new community mental health 
centers be created, one in the Las Vegas area and one in the Reno area. These 
centers would include provision for short-term (a few days or weeks) inpatient 
treatment, as well as day, emergency, and outpatient treatment. About 100 new 
bed-spaces-will be required by 1985 merely to maintain the present level of residen- 
tial mental health service capacity on a per capita basis in Nevada. 

The Las Vegas Mental Health Center's residential treatment program had a 
number of problems in 1974. In our view, they stemmea from the newness and rapid 
startup of the program, from the fact that it was not yet fully professionally staffed 
.vhen we interviewed, and from the low skills of the mental health technicians. Time 
and administrative attention should take care of the former two reasons (in fact, the 
Center's administrator indicates that the *Vast majority" of the Las Vegas MHC 
professional positions are now filled), and the latter reason is the subject of our 
earlier recommendation regarding upgrading mental health technicians' skills 
throughout all programs. 

A major problem with Nevada's mental health service system is the nearly total 
lack of intermediate services between full inpatient treatment and outpatient treat- 
ment. For example, strvice system capacity is lacking in the areas of halfway houses, 
day treatment facilities, and chronic care programs that provide more than drugs. 
Most mental health care in Nevada today is episodic, and little or no intermediate- 
level aftercare is provided following discharge from residential treatment. The lack 
of day treatment facilities would be alleviated by the two new community mental 
health centers recommended above. Chronic care programs and halfway houses are 
discussed below. 

A large remaining gap in the mental health service system is in service to people 
with chronic mental health problems. Ironically, this gap was created for adults only 
recently by an administrative policy shift in the type of residential service to be 
provided by the NMHI (from chronic and acute toward primarily short-term acute 
mental health service). In reducing the number of mental health residents at NMHI 
from about 380 to less than 100, long-term patients receiving chronic residential 
care were released to the care of their families or other residential facilities that 
usually have no mental health services (e.g., intermediate care facilities, nursing 
facilities, and adult group care facilities). Other than the prescription of drugs, 
periodic visits by an NMHI nurse to those other residential facilities, and psychiatric 
consultative services provided on r.equest to three skilled nursing facilities in the 
Reno area, there is no follow-up. These long-term patients apparently were released 
for a variety of reasons, including: lack of need by most of the long-term patients 
for the full intensive inpatient treatment the NMHI administration wants to pro- 
vide; and the recent substantial reduction in the number of NMHI residents allows 
better mental health services to be provided to the smaller number of patients 
remaining and needing full intensive inpatient treatment. The follow-up has im- 
proved since 1974, but there still is a gap in the service system between the full 
intensive inpatient level of treatment NMHI now is supposed to provide and the 
level of essentially no mental health treatment for mentally disordered people living 
with '^normal" people in nursing homes, group care homes, or with the person's 
family. 
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RECOMMENDATION 32: Create mental health service programs for children 
and cidiilts that provide an intermediate level of mental health services over an 
extended period of time to people with chronic mental health disorders. Both children 
and adults may noed this type of extended-term intermediate level of mental health 
services: the service system should provide for serving people in both age groups in 
separate programs. This should not be a long-term hospitalization or institutional 
program. It could be a program providing substantial outpatient, day treatment, and 
other services (as appropriate to the individuals' needs) for people residing in various 
types of supervised facilities in the community. This intermediate care program 
would provide some direct mental health services (more than drugs) and some of the 
residents would be free to move about in the community. The lack of such a program 
has resulted in some children and adults not hf/'r.z '^V3d, other people cycling from 
agency to agency (one such person reportedly Cu ^ the: service system between $30,- 
000 and $40,000 in one year), and children beir:^ sent to institutions out-of-state. For 
children and youth, the two new CBS facilities and the Las Vegas Mental Health 
Center provide for relatively short-term residential mental health needs. William 
LaBadie, of the Nevada Welfare Division which is responsible for children placed 
in out-of-state institutions, indicated that "the problem is that the Division of Men- 
tal Hygiene and Mental Retardation views these residential facilities as only very 
short-term. Without some type of residential intermediate mental health facility, 
the state would continue to be faced with the problem we have presently. Not only 
would the number of children in out-of-state placement not be reduced with the 
increasing population, the numbers would be increased." 

RECOMMENDATION 33: Create halfway houses operated in conjunction with 
menial health centers in both northern and southern Nevada for people with mental 
health disorders. The mental health centers could provide substantial outpatient, 
day treatment, and other services (as appropriate to the individuals needs) for 
people residing in these halfway houses. Halfway houses provide a community-based 
intermediate level of residential service for short periods (weeks or months) for 
people released from residential intensive treatment programs but still incapable of 
living independently in the community. Halfway houses also provide an alternative 
to hospitalization. In 1974, we were aware of no such houses in the entire state for 
people with mental health disorders. A small transitional facility is planned for the 
NMHI, but it can hardly be called community-based. These halfway houses not only 
would provide a missing level of needed service and a means of avoiding unnecessary 
hospitalization or unnecessarily extended hospitalization, thereby improving the 
quality of people's lives, but also would be much less expensive than full residential 
treatment programs. 

We found conditions for mentally handicapped people at the Nevada State 
Prison in mid-1974 to be extremely bad. The state has recognized the severe problem 
of lack of psychiatric treatment for prisoners v^dth mental health disorders, and has 
acted by beginning construction on the new 32-bed Mentally Disordered Offender 
Facility. We endorse this greatly needed new mental health program. However, the 
current number of Nevada prisoners in need of mental health services exceeds the 
bed-capacity of the Mentally Disordered Offender Facility, and the rapidly expand- 
ing population of the state is likely to be accompanied by a rising population of 
mentally handicapped prisoners. The courts recently ordered that certain types of 
prisoners be evacuated from the prison's "psychiatric unit,'' but most mentally ill 
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prisoners were not on that unit. The stated intention of* the Division of Mental 
Hygiene and Mental Retardation is to use the Mentally Disordered Offender Facility 
for treatment of a "relatively short-term nature*' and then to return the individual 
to **his natural environment or the criminal justice system." Consequently, because 
of the small size of the Mentally Disordered OflTender Facility, it is clear that at least 
follow-up mental health services will have to be provided to some people who are 
returned to the Nevada State Prison following intensive treatment at the new 
facility. The Clinical Director of the new facility acknowledges that it "cannot 
handle all of the mental health problems (broadly defined) of the State Prison." The 
new facility's small size is acceptable, provided the rest of the mental health service 
system operates appropriately. If all prisoners with mental health problems are to 
receive the services they need, we believe it essential to implement the following 
three recommendations. 

RECOMMENDATION 34: Use the Mentally Disordered Offender Facility 
primarily for treatment of prisoners with mental health disorders^ and not (as some 
state personnel have considered) for persons who have neither been charged with nor 
convicted of crimes but who need treatment in a secure facility. In a March 4, 1976, 
letter to Rand, R. Hiller, the Clinical Director of the new facility, indicated that "its 
purpose is quite clearly to serve those individuals who have been in contact with the 
criminal justice system.'' 

RECOMMENDATION 35: Make provision for mental health services within the 
Nevada State Prison for mentally disordered prisoners who do not need the intensive 
level of treatment provided by the Mentally Disordered Offender Facility, or who need 
follow-up services after intensive treatment at that facility. Providing services at the 
new facility will solve only part of the problem; there should be no false impression 
that a new small facility can furnish adequate services to all mentally disordered 
prisoners. To provide those services within the prison, additional mental health staff 
positions will be required; we suggest that those staff members be under the direct 
supervision of the administrator of the Mentally Disordered Offender Facility rather 
than under the sole supervision of the warden. 

RECOMMENDATION 36: Assign the Nevada Mental Health Institute the 
responsibility for providing a secure neuropsychiatric unit for those patients who need 
it and have not been charged with or convicted of crimes. While drugs and other 
therapy have in most cases eliminated the need for physical restraints at the Insti- 
tute, some patients need a locked unit or area where they can be monitored to help 
prevent them from physically abusing themselves or other patients, and to restrain 
them from leaving the Institute. The Mentally Disordered Offender Facility already 
has more than enough responsibility and should not have to serve patients the 
Institute could adequately serve. 

The median length of stay for discharged NMHI mental health patients was 
about 17 days in 1975. In those terms at least, the Institute is now primarily func- 
tioning much the same as the inpatient units at Washoe Medical Center, Southern 
Nevada Memorial Hospital, and the Las Vegas Mental Health Center. The Institute 
currently is not functioning primarily as a place for treatment of patients needing 
more prolonged care than that typically provided by those three mentioned com- 
munity-based facilities. Having described problems with the various residential 
mental health service programs and made some recommendations for improvement, 
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vv(' can now summarize what we believe to be the most appropriate functions for the 
NMUL 

RECOMMENDATION 37: Une the mental health section of the Nevada Mental 
Health Institute for inpatient mental health treatment for rural Nevadans, for those 
who need a secure facility, for those who need more than short-term residential 
treatment at the mental health centers, and for those unable to enter the inpatient 
unitH of mental health centers because the units are temporarily filled to capacity. 
Thus, we see the mental health section ofthe current NMHI facility as complement- 
ing the state's community mental health centers in the overall service system, 
rather than acting as a community mental health center itself (although the recom- 
mended new Reno area community mental health center might be located at or near 
the Institute). Each ofthe four service functions mentioned in the above recommen- 
dations for NMHI is essential and is not now being filled adequately by the state's 
mental health centers. Of course, one could define other functions for the soon-to-be- 
improved Institute facilities, but some other facility or facilities would still have to 
provide the four service functions we outlined for NMHI The Las Vegas Mental 
Health Center does not have the bed-capacity to provide both short-term and longer- 
term residential services (by longer-term we mean here 3 to 12 months, only oc- 
casionally more); the Institute has a larger capacity and a secure facility capacity, 
which it would seem wasteful not to use since funds for new construction are very 
limited. One could also recommend a second Nevada Mental Health Institute in 
southern Nevada; while that may be justified at some future point in Nevada's 
population growth, it seems unnecessarily expensive now in relation to other needs. 

Given the sparse populations in rural areas of Nevada, no single rural area 
currently appears capable of fully using an intensive inpatient mental health treat- 
ment facility. We believe that rural Nevadans can be more effectively and less 
expensively provided with intensive residential mental health services in one ofthe 
urban areas. Provision should be made to assure rural Nevadans of access to those 
services, including transportation to urban areas if required. Rather than have rural 
Nevadans compete with urban Nevadans for available bed-spaces in each of the 
mental health centers, it may be preferable to designate one facility to be responsi- 
ble for residential mental health services to rural Nevadans. We suggest the Insti- 
tute be so designated, since the only existing mental health center with residential 
capability already is supposed to serve the half ofthe state's population concentrat- 
ed in the Las Vegas area. 

RECOMMENDATION 38: Establish an improved information system for moni- 
toring and managing mental health program operations as well as the effectiveness 
of services. The deficiencies in existing information make it difficult to effectively 
manage, plan, and evaluate service programs for people with mental health disor- 
ders. Needed information improvements are described in Chaps. 4, 8, and 10 ofthe 
main text. 

For a more detailed discussion of nonresidential and residential mental health 
services, see Chaps. 8 and 10, respectively, of the main text. 



MENTAL RETARDATION SERVICES 

Nevada provides a broad range of residential and nonresidential programs to 
meet the diverse needs of mentally retarded people, although not every i^rogram has 
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enough service Cap^^'^^y- Programs '^^r Nevadans discussed in this section include 
inpatient care in m^'ntal retardation section of the Nevada Mental Health 
Institute, residenti^^ ^^t tb^ small private Eagle Valley Children's Home, inter- 
mediate levels of r^^'dentiai care at the Northern and Southern Nevada Mental 
Retardation Cente^'^*^ ^'^^ge of* levels of residential and nonresidential services at 
the Desert Developr^^^tal Center io be constructed soon, and out-of-state residential 
-.eatment progrart^^ ^hich ^ nientally retarded youths with mental health 
disorders are sent ^ ^ore detailed discussion and analysis of these programs 
than appears in tl^^^ sunin^ary. see Chap. lO of the main text; for an economic 
benefit/cost analygi^ ^^rious services for mentally retarded people, see Conley's 
work cited in the ''f^^^vention" chapter of our main text. In other sections of this 
summary, we discU^^ Varioug additional programs that provide mental retardation 
services to people ^^^^ higj^^r levels of functioning who do not need the rnore 
service-intensive programs ligted above, e.g., the Community Training Centers pro- 
gram, wiiich provid^^ Prevoc^tional and vocational services, and the Developmental 
Homes, which pro^i^^ community-based residential living. 

About $2.3 mill^^^ Was sp^^t for residential programs for mentally retarded 
Nevadans in FY i9'74. The tot^l full-time-equivalent staff was about 180. The daily 
average number of P^^P^^ in tbese residential programs was just over 200, and the 
total number of diff^^^nt people served in Py 1974 was probably not over 250 since 
most were long-tef^ i^esidents- In terms of utilized bed-capacity, the NMHI Was 
largest (140), foUov^^^ by the Mental Retardation Centers (54); the one private 
facility had only ab^^t 10 residents- In FY ig74, the Nevada state service system 
(which includes alJ '^^t the {lagle Valley private facility) accounted for over 95 
percent of the staff ^xp^j^ditures and of people served. 

Since FY 1974, ^^e residential mental retardation service system has begun 
major changes: a f^^^ P^se^t Developmental Center is being constructed in Las 
Vegas (bed-capacity ^hen it opens, the MMHI mentally retarded resident popu- 
lation will be cut t^ '^ss than half of the PY 1974 level. The plan is to reduce the 
number of resident^ NMtjJ without reducing the staff, so that those remaining 
can receive belter g^^'ices and can be served in improved facilities. With these and 
other changes, the ^MHl j^^y be able to achieve accreditation from the Joint 
Commission on Ac^^^^itatior, of Hospitals as a mental retardation facility. 

To maintain tb^ ^974 qu^nti^y of residential service per capita for mentally 
retarded Nevadans ^^85, the service system's bed-capacity would have to increase 
from 208 to 276 an^ ^^nu^l budget from $2.3 to $3.7 million (in constant-value 
dollars). 

Residential n^ef^^^l retardation services are improving in Nevada and current 
staff people by and J^^^^ (j^dicated and hardworking. Adequate services are still 
a far-distant goal, b^^ever. 

RECOMMEl^pA^tON 39. Improve the jsjMHI mental retardation program to 
meet JCAH accredit^^^^^ ^tcir^dards- The greatest inadequacy in the present system 
is in the NMHI jyl^^tal Retardation prograrn- The program twice has failed to 
receive accreditation^ the J^^nt Commission on Accreditation of Hospitals (jCAH), 
for a large numbef reason^, mostly sternrning from a staff that is deficient in 
numbers, trainings mix professional skills, and consequently unable to pro- 
vide adequate seryi^^^ to residents. (See Chap, 10 and Appendix B of the main text 
for details.) The faci'^^^ improvements at NMHI and the new Desert Developmental 
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Center approved by the 1975 Nevada Legislature will help upgrade the NMHI 
program by improving physical living conditions at NMHI and by cutting the NMHI 
resident population approximately in half as residents are transferred to the new 
center. Since 1974, the Nevada Mental Health Institute's mental retardation pro- 
gram has made internal changes that have changed the quality and quantity of 
services provided for the current residential population. These changes have been 
implemented using the JCAH accreditation standards as a guide and are seen by 
NMHI only as beginning steps that are necessary to ultimately bring the residential 
program into compliance with accreditation standards. An attachment to a letter 
from NMHI Director T. Piepmeyer to Rand on February 27, 1976, stated that "these 
program changes are pitifully inadequate unless additional resources outside the 
existing program are obtained in the form of staff, training and proper mix of 
professional skills.'' The two primary internal changes using existing staff are a new 
day training center and an interdisciplinary committee to evaluate and plan ser- 
vices for each individual resident. 

RECOMMENDATION 40: Given the extensive service program planned and 
needed for the population of more severely mentally retarded southern Nevadans, and 
^iven the new facility approved by the legislature in 1975, the Desert Developmental 
Center staff should be appi wed by the legislature in 1977; when that center's staff 
is approved, the mental retardation staff of the NMHI should not be cut, so that the 
Institute will then be able to provide more nearly adequate services to the mentally 
retarded residents remaining there. Interdisciplinary NMHI teams have been func- 
tioning since March 1975; 86 of the 108 persons now in NMHFs mental retardation 
program have been reviewed, individual client needs identified, and a corresponding 
treatment/ training plan has been developed for each of them. About 50 percent of 
the activities identified in these plans have been deferred due to inadequate staff, 
according to an NMHI administrator. 

RECOMMENDATION 41: Provide services through the NMHI and the North- 
ern Nevada Mental Retardation Center for northern Nevadans equivalent to those 
. mnces that the new Las Vegas Desert Developmental Center will provide for south- 
er -1 Nevadans; defer approval for the construction of the northern Nevada equivalent 
of he Las Vegas Desert Developmental Center facilities until other higher-priority 
expenditures have been made. We agree that the concept of a new northern Nevada 
equivalent of the Desert Developmental Center is a good idea and that improved 
ser-vices should be provided, but we question the priorities and timing on the facility 
::onstruction. The Institute already exists; on the other hand, facilities are either 
totally absent or too small for services to some other groups of mentally handicapped 
people, and for some other types of services for mentally retarded people. It seems 
to us that first priority on new facility construction should go where none exists at 
all, rather than where facilities exist that could be improved. We do not mean to 
imply that the Institute's mental retardation facilities are good enough or that we 
condone the inferior services its residents now receive. Rather, we believe that 
services for mentally retarded people in northern Nevada can be sufficiently im- 
proved within the existing facilities at the NMHI and elsewhere in the Reno area, 
so that construction of new facilities can be deferred while other higher-priority 
needs are met. 

RECOMMENDATION 42: Separate control of the mental retardation program 
from that of the mental health program at the Nevada Mental Health Institute, and 
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^ive it n) the Associate Administrator for Mental Retardation of the Nevada Division 
of Mental Hygiene and Mental Retardation. This would consolidate, in one person, 
responsibility and accountability for all mental retardation programs in the Nevada 
Division of Mental Hygiene and Mental Retardation. This also is in recognition of 
th^' separate spheres ofactivity that now exist at NMHI and compete for resources. 
We do not envision physically removing all mentally retarded people from the 
current NMHI site now, although that might be done in the future. The intent of 
this recommendation is to consolidate the administration of, and responsibility and 
accountability for, mental retardation programs. At present, the largest residential 
program for mentally retarded people in the state is not the responsibility of or 
within the direct sphere of control of the DMHMR Associate Administrator for 
Mental Retardation; this seems to be an unnecessary and undesirable disaggrega- 
tion of responsibility and accountability. Auxiliary services and facilities for men- 
tally retarded residents at NMHI, such as medical care and recreational facilities, 
could be obtained from the non-mental-retardation portion of NMHI as they are 
now, but the NMHI Director wc ^d retain no control of the mental retardation 
program; NMHTs bookkeeping system is such that it would not be overly difficult 
to arrange for the appropriate interprogram transfer of funds. 

RECOMMENDATION 43: Provide the state technician staff working with men- 
tally retarded people with improved formal training in the provision of devel- 
opmental services. The current training for state-employed mental health techni- 
cians at the Mental Retardation Centers and the NMHI is inadequate, and in 
practice even falls short of the officially stated job requirements. Recall our earlier 
recommendation for splitting the mental health technician job classification into 
three new classifications, one of which could be an upgraded mental retardation 
service specialist. 

Virtually no menta] health services (other than drugs) are provided to mentally 
retarded people living at the NMHI, the two Mental Retardation Centers, or any- 
where else in the entire state. As argued in the "Desirable Features of a Psychologi- 
cal Service System'' section of Chap. 8 of the main text, no single mode of treatment, 
such as chemotherapy, is the most appropriate for every mental health disorder. 
Although not all mentally retarded people and their families need mental health 
services, some clearly do. Recall our earlier recommendation that provision be made 
for mental health services to those mentally retarded people and their families if 
they need them. A difficulty that must be overcome, however, is that the mental 
health service system in practice seldom serves mentally retarded people and is 
separate from the mental retardation service system, which itself typically does not 
hire mental health professionals who could provide psychotherapy or other modes 
of treatment. 

RECOMMENDATION 44: Provide nearly all Eagle Valley Children s Home 
rcfiidents with needed special education and training through the Carson City School 
District At the private Eagle Valley Children's Home, which primarily serves 
severely and profoundly retarded youth, only three of the ten residents were receiv- 
ing special education and training in September 1974. However, nearly all residents 
need rhose services. An additional special education unit ($16,000) should be pro- 
vided by the Nevada Department of Education for that purpose, since not all the 
home's residents originally come from Car on City. 

RECOMMENDATION 45: Mentally retarded prisoners should be identified and 
a special program of services should be established for them. At present, the Nevada 
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State Prison system has no idea how many prisoners are mentally retarded, and 
provides no special services for them, other than allowing them to participate in 
basic adult and remedial education classet;. To some unknown degree, special ser- 
vices would c'Ttainly improve the quality of their lives and their level of functioning 
following release from prison, and would probably reduce the incidence of their 
commission of crimes. 

On the matter of geographic availability of services, we note the persistent 
tendency in Nevada to plan and approve facilities of the same size in Reno and Las 
Vegas (e.g.. the Mental Retardation Centers and the Desert Developmental Centers), 
and to build no residential mental health and mental retardation treatment facili- 
ties in rural Nevada. We believe those practices are largely justifiable, as long as the 
service system is so administered that rural Nevadans have access to the Reno and 
Las Vegas facilities. The rural population is sparse, only a few people need residen- 
tial services in any single rural locale, and it is both costly and difficult to maintain 
professional staffing and specialized services in small rural facilities. Given that the 
Reno and rural populations are about the same size, and that the Las Vegas popula- 
tion is about equal to the Reno and rural populations combined, it is equitable to 
build equal-size facilities in the north and south only if each area gets its fair share 
of the service. In practice this means that about half of the Reno facility should be 
devoted to serving rural Nevadans, most of whom live in northern Nevada. Less 
service-intensive and longer-term residential living (e.g., developmental homes) 
could still be provided in rural Nevada (see Chap. 13 of the main text). 

RECOMMENDATION 46: Establish an improved information system far moni- 
torinfi mental retardation program operations, including the effectiveness of services. 
During 1974 the Division of Mental Hygiene and Mental Retardation began to use 
a computerized, individualized data base for mentally retarded clients of certain 
division programs. This data base is sufficiently detailed to provide not only data and 
reports on clients or groups of clients and the services they are receiving, but also 
information on clients' functional abilities that could be used for program evalua- 
tion. In mid-1974, this data system had at least partial information on over 375 
mentally retarded clients of the division. This computerized data base appears 
highly desirable in theory, and with privacy safeguards, we endorse it or one with 
similar objectives tailored specifically to Nevada's needs. Two improvements would 
be desirable, however. First, to be of most value, the data base should not be limited 
to Division of Mental Hygiene and Mental Retardation clients, but should also 
include retarded people served by other programs, e.g.. Department of Education, 
Division of Health, Division of Welfare, and Division of'Rehabilitation. Second, the 
mid-1974 Plan was to use a computer in Pomona, California, with information 
transferred by mail. It would be desirable to have the data base on a Nevada 
computer, where it can be used more readily and can be tailored to Nevada's needs. 
The data base should be associated with the Regional Direction Centers we recom- 
mended above, if those centers are created. 

For a more detailed discussion of mental retardation services, see Chap. 10 of 

the main text. 



ALCOHOL AND JRUG ABUSE SERVICES 

Prior to the 1960s, most mental health professionals considered alcohol and drug 
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abuse a form of mental pathology. Consequently, it was often treated in the same 
facilities and with the same techniques used fbr mental illness. But the past decade 
has witnessed a major transition. There has been a growing conviction that while 
the onset of excessive drinking or drug use may ensue from a psychological crisis 
of some sort, the addiction process once set in motion has its own mechanisms that 
go beyond the earlier psychodynamics. The release from addiction therefore may 
require treatment processes relatively independent of those necessary fbr the earlier 
psychological problems. Also, many alcohol and drug abusers have strongly resisted 
being classified as mentally ill, and will avoid treatment in a setting which allows 
such identification to take place. Consequently, most drug and alcohol treatment is 
now administered in separate facilities by a specially trained staff, a trend likely to 
continue. 

The alcohol and drug abuse treatment programs in Nevada spent about $2.6 
million last year, including over Sl.l million fbr alcohol abuse and over $1.4 million 
fbr drug abuse. At least 700 alcoholics and 300 drug addicts received substantial 
service last year from these treatment programs; in addition, more than 700 persons 
participated in Alcoholics Anonymous in Ne^'nda. Alcohol and drug abuse education 
programs reached many more. 

Investigation of the service delivery system for alcohol and drug abuse treat- 
ment has revealed a number of gaps between people's needs and services available 
in current programs. Service delivery system problems fall into three categories: 
inadequate infbrmation, organizational problems, and facility and service deficien- 
cies. For a more detailed discussion of the current alcohol and drug abuse treatment 
programs and their problems, see Chap. 9. 

We summarized the deficiencies in infbrmation on rates of alcohol and drug 
abuse in Chap. 1. The second infbrmation gap has to do with the current service 
delivery system. There is inadequate systematic detailed data collection on client 
loads, staffing patterns, service capacity, and the like fbr treatment programs 
throughout the state. Intelligent planning under such circumstances is very diffi- 
cult. In sum, the state has too little routine program-management infbrmation, and 
too little information on program results — clients' conditions fbllowing release from 
treatment — to use in program evaluation. The Bureau of Alcohol and Drug Abuse 
is working diligently to resolve this information problem: a new data collection and 
processing system is being developed and federal funding to assist in this area has 
been applied fbr. 

Organizational problems involving overlapping or ambiguous responsibilities 
persist even though the state Bureau of Alcohol and Drug Abuse was created to 
consolidate formerly fragmented units within the state government into a single 
coordinating state agency. One overlap involves the state bureau and some of its own 
creations, the local umbrella coordinating organizations. Basically, both groups now 
seem to have responsibility for and provide some overall coordination of community 
programs. It is not clear why the central office in the Reno area cannot handle 
Washoe County coordination, nor why the Las Vegas branch office cannot handle 
coordination fbr that area. The umbrella organizations, as they are presently consti- 
tuted, appear to be an unnecessary bureaucratic layer between the local service 
delivery agency and the state bureau, which provides no service directly to alcohol 
and drug abusers. We do not mean to imply that there is no need for local advisory 
councils representing local treatment agencies, but this is not what the umbrellas 
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appear to be now, since their boards of directors do not include all heads of local 
treatment agencies. A second overlap occurs because all "health care" facilities 
must obtain licenses from the Nevada Division of Health, with issuance contingent 
on approval by the county health planning people. On the other hand, the state 
Bureau of Alcohol and Drug Abuse has been given responsibility for certifying 
alcohol and drug treatment programs, personnel, and facilities. A third overlap 
arises out of the continuing responsibility of the Nevada Mental Hygiene and Men- 
tal Retardation Division for the Nevada Mental Health Institute and its Ward 10 
alcohol abuse program. Thus far the overlap has not led to overt conHict; NMHI and 
the state bureau seem to go pretty much their own ways. In any event, complete 
coordination of alcohol programs will be difficult so long as one of the main treat- 
ment programs functions outside the main delivery system. Finally, there is an 
administrative problem. Although consolidation of drug and alcohol program coordi- 
nation within a single agency makes for some bureaucratic efficiency, especially in 
a small state like Nevada, it must be recognized that, at the local level, separate 
agencies normally will handle alcohol and drug treatment. Accordingly, any coordi- 
nation effort must recognize that separation if it is to be efficient and successful. 

In terms of expenditures per alcohol abuser, it appears that Nevada is receiving 
(or at least spending) less than its fair share of federal funds for treatment of 
alcoholism, and is spending much less in state funds per alcohol abuser than is 
neighboring California. From a regional standpoint, considering expenditures in 
relation to the number of alcohol abusers i-. the legion, it is clear that the Las Vegas 
area and rural regions are not nearly as well funded as the Reno area. 

Some :.pecific facilities also are needed. A general problem in both alcohol and 
drug abuse treatment in Nevada is the absence of a comprehensive service system 
that offers a full range o. levels of service that can be selected from to meet a 
particular client's needs, including detoxification, inpatient treatment for alcohol or 
drug abuse, halfway or rehabilitation house service, and oi' oatient therapy or 
counseling. Certain elements on the "continuum of care" are nut present in Nevada 
or are not present in sufficient capacity. Nonmedical detoxification facilities are one 
s'.ich element that is either not present in certain geographic areas or is not present 
in sufficient capacity. Aside from a statewide deficiency in detoxification facilities, 
there is a dericiei)C,y of outpatient care in the Reno area for alcohol abusers as 
compared with the relative predominance of halfway or live-in rehabilitation 
houses. Alcohol "uuse service system capacity of all types is deficient in Las Vegas 
and in rural areas. In Las Vegas, for example, halfway or live-in rehabilitation 
houses for alcohol abusers are in particularly short supply, and the -.rea does not 
have an f.lcohol abuse treatment progr;:i analogous to that provided by NMHI 
whicli is accessible to people who cannot afford private tratment. Finally, there are 
staff training needs in the facilities that do exist. 

As with alcoholism, there are insufficient detoxification facilities for drug abus- 
ers. Reno has no profei:;sionally staffed program for tiie hard core addict. (The NMHI 
Ward 10 program is designed for alcohol abusers.) The drug abuse treatment system 
also has some other kinds of facility problems. There is no full inpatient care 
program in the state analogous to the NMHI Ward 10 program but designed for drug 
abusers. Pvegarding halfway or live-ia drug rehabilitation houses, it is a mattar for 
concern that some of the live-in drug treatment facilitit s in the Las Vegas area are 
operating at !?3S than capacity and a few have be^n embroiled in controversies about 
alleged drvg use by people associated with those facilities. 
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In makin^^ these recommendations we reco^^nize that oj\t(ani/ational structures 
and service pro^^rams are still evolvin^^ in this area. Some of these developments are 
reflected in the 1975 Necada Stulc Plan for PnnvnliofL Treatment and Rehahilita- 
lion of Substance Abii^e, in particular the detailed [)lannin^^ for the proposed detox- 
ification program for Washoe County sponsored by NASAC. But most of our recom- 
mendations, while consistent with *(oals in the slate plan, are not yet implemented 
and not yet reflected in current detailed plannin^^ especially those pertaining to 
Clark County — which encompasses between one-half and two-thirds of Nevada's 
alcohol and drug abusers. We are also concerned that the 1975 state plan reflects 
continued use of the words '*Drug Abuse Council" in the SNDAC name (with no 
mention of alcohol), by its failure to propose realistic detailed plans for implementa- 
tion of service program improvements foi* Clark County alcoholics, and by its use 
of underestimated alcoholism incidence rates, rates that are well below even the 
most conservative estimates available using NIAAA methods of estimation, 

RECOMMENDATION 47: Establish roniprehen^ire inf)rniation systems for 
monitoring alcohol and dru^ abuse treatment programs, as irell as alcohol and dru^ 
abuse rates. Better information on current programs and abuse rates would not only 
make better management of current [)rograms possible, hut would also enhance the 
(juality of planning for future programs. Fov alcohol abuse rates, it should be easy 
to tabulate cirrhosis deaths and beverage sales on a county-by -county basis and thus 
to make estimates of abuse rates like those made in Chap. 3 of the main text to assist 
in regional planning. For drug abuse rates, the state should look into methods used 
by the National Institute on Drug Abuse. Information for monitoring service pro- 
grams should be required from every local program receiving federal or state funds, 
and should be requested from all others (e.g., detailed information on expenditures, 
staff, services, number and type of clients, and program effectiveness). 

RECOMMENDATION 48: Consider a more streamlined organizational struc- 
ture for ( 'o/io/ and dru^ abuse services that will eliminate overlapping jurisdictions 
on he one hand and recognize separate spheres of activity on the other, A key feature 
of the arrangement we envision would be the creation of two councils, one for drugs 
and one for alcohol, in each of three regions: Clark County, Washoe County, and the 
remaining, predominantly rural, region of the state. Council membership would 
include all local treatment program directors (or perhaps a rotating subset) and 
selected local officials and leaders (e.g., representing the public, police, courts, 
schools, city councils, etc.). The regional council's main function would be to advise 
the state on plarming for future services, current financial assistance, and certifica- 
tion, and to improve local coordination. In this way, some of the functions of the 
county Comprehensive Health Planning agency and the present umbrella organiza- 
tions could be consolidated into a single structure. We are not criticizing the concept 
of jm umbrella organization, but rather the way the current umbrella organizations 
have been designed by the state Bureau. For exu nple. representation on the councils 
could be broader than it is in the present umbrella organizations. Certain functions 
of the umbrella organizations, such as acting as a funnel for funds, seem unneces- 
sary in a state the size of Nevada, which has a functioning .state Bureau of Alcohol 
and Drug Abuse; hence those functions would be abolished. The separation of drug 
and alcolujl councils recognizes the current realities of separation of both the local 
treatment organizations and the federal financing agencies. It also should solve 
some of the local conflicts that have been ob.served since the creation of the currently 
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existing umbrellas, which now cover both alcohol and dru^ services with a sin^^le 
local organization. There may be a need of state funding for staff to support the 
councils* activities, and the councils may be the appropriate agency to apply for 
certain federal funds. 

A second major feature of the reorgani/ation would be the transfer of control 
of the NMHI "Ward 10" to the Bureau of Alcohol and Drug Abuse, (We recognize 
that such a transfer may require legislative action J We do not envision removing 
the Ward 10 program from the NMHI site at the present time, although that might 
happen in the future. Instead, we would give administrative and budgetary control 
of the alcohol and drug abuse treatment program to the alcohol and drug abuse 
agency rather than to the Mental Hygiene and Mental Retardation agency, which 
has different priorities. Auxiliary services and facilities for Ward 10 patients, such 
as medical care, recreational facilities, and "industrial therapy" (jobs) could be 
obtained from other portions of the NMHI as they are now. The bookkeeping system 
at NMHI is such that it would not be too diflicult to arrange for an interag<*ncy 
transfer of funds to cover those services and the use of facilities. 

We are not necessarily arguing that direct clinical supervision of Ward 10 be 
placed at the Bureau of Alcohol and Drug Abuse, since its present structure may not 
include sufficient professional staff for such responsibilities. Rather, we are recom- 
mending an administrative and budgetary realignment, since we do not see how full 
program planning and coordination is possible with the current fragmentation of 
programs across different divisions. Ward 10, the largest treatment program for 
alcohol abuse in the state, is now effectively separated from the Bureau of Alcohol 
and Drug Abuse. 

RECOMMENDATION 49: Create a comprehensive alcoholism treatment pro- 
gram for the Las Vegas area. Although a number of new or expanded programs are 
needed to fill gaps in the alcoholism treatment system throughout the state, the most 
pressing needs are undoubtedly in the Las Vegas area. Federal funds may be avail- 
able to help fund such a program. The following services should be included: a 
nonmedical detoxification unit and holding center that can handle up to 10 clients; 
a short-term (e.g., 30-day) full inpaiient treatment facility with perhaps 20 to 40 beds 
(similar to the NMHI Ward 10 program and accessible to those who cannot afford 
private treatment); rehabilitation or halfway houses for longer-term recovery with 
at least 20 to 40 beds; and a full range of outpatient services including individual 
and group therapy and antabuse treatment. Some of these services might be ar- 
ranged by expanding or working with existing public or private facilities. 

RECOMMENDATION 50: Provide both drug and alcohol detoxification ser- 
vices throughout the state. The present lack of this essential service is a major 
deficiency in the present service system. The 1975 Nevada State Plan for Prevention, 
Treatment and Rehabilitation of Substance Abuse does propose a realistic plan for 
detoxification services in Washoe County, but there is a lack of similarly detailed 
planning in the report for Clark County-^which contains nearly two-thirds of the 
state's alcoholics. 

RECOMMENDATION 51: Establish a few small halfway or live-in rehabilita' 
tion houses for alcohol and drug abusers throughout rural Nevada, with provisions 
for outpatient services at those same facilities. Rural Nevada is currently lacking in 
alcohol and drug abuse treatment programs and hence very few of the alcohol and 
drug abusers in rural Nevada who need service are being served now. Full inpatient 
treatment programs are probably not practical in rural Nevada because of sparse 
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populations, difficulty in obtaining qualified staff, and hence the high cost per person 
served; full inpatient services can probably be more adequately provided to rural 
alcohol and drug abusers through short-term residence in Reno (NMHI) or the Las 
Vegas alcohol abuse treatment center we recommended above. However, it does 
appear fieasible and desirable to provide the less intensive live-in rehabilitation 
house and outpatient services in small programs directly in the larger rural com- 
munities. That is, some of larger rural communities appear to have sufficient num- 
bers of people needing halfway or rehabilitation house and outpatient treatment so 
that small programs in those communities can be fully utilized and be economically 
feasible, 

RECOMMENDATION 52: Create a short-term, professionally staffed, full inpa- 
tient treatment program for drug abusers in Nevada, analogous, to theNMHI ''Ward 
10'^ program designed primarily for alcohol abusers. This would fill a notable major 
gap in the service system. 

Another important issue in drug abuse treatment is the existing delivery system 
in the Las Vegas area. Before any other new expansion is contemplated (other than 
detoxification), there must be a careful analysis of the reasons for underutilization 
of some existing facilities (those reasons do not appear to include lack of need for 
the services) and a determination of the reasons for controversy over alleged drug 
use in some halfway houses in the Las Vegas area. 

An alcohol and drug abuse facility plan prepared in 1974 for the Nevada Divi- 
sion of Rehabilitation indicated no need for additional alcohol and drug abuse 
treatment facilities prior to 1980 with the exception of nonhospital detoxification 
facilities. Although we have recommended that services be expanded, our recom- 
mendations are not necessarily inconsistent with that facility plan. The reason is 
that while hospital and intermediate care facilities exist in the st^te, as do facilities 
that could ^)e used for outpatient treatment for alcohol and drug abuse, such treat- 
ment services are not now being provided in most of those existing facilities. 

For a more detailed discussion of alcohol and drug abuse treatment, see Chap. 
9 of the main text. 



VOCATIONAL SERVICES 

We estimate that at least 680 Nevadans with mental health problems, at least 
660 who are mentally retarded, and at least 410 with alcohol or drug abuse problems 
had a need for vocational services in 1975 — services such as vocational education, 
vocational rehabilitation, and job counseling and placement. These are conservative 
estimates; they do not include the many people who need onZy job placement assis- 
tance, and do not include youth who are not yet of age to be in their last two years 
of school. 

About 1600 people with mental handicaps received vocational services in FY 
1974 from a full-time-equivalent staff of about 120. Expenditures for those services 
totaled about $2.7 million, or about $1710 per person. We estimate that some service 
was provided to at least 170 Nevadans with mental health problems, at least 660 
with mental retardation, to 140 with alcohol and drug abuse problems, and to 300 
with some *'other mental disorder" (described below). Additionally, 337 mentally 
handicapped people were served by the Department of Employment Security, for 
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whom data are not available by type of mental handicap. The programs providing 
vocational services discussed in this section include Vocational Rehabilitation, Com- 
munity Training Centers, a Vocational Training program based at NMHI, special 
Vocational Education, and the Department of Employment Security. For a more 
detailed description and analysis of these programs and their clients, including the 
costs and benefits of both the programs and our recommended changes in them, refer 
to Chap. 11 of the main t wt. 

The largest vocation.il service program is Vocational Rehabilitation, which in 
FY 1974 completed provision of a wide variety of services to IGl people with mental 
health problems, 81 people with mental retarcatioii. 140 people with alcohol or drug 
abuse problems, and 296 people with some othei mental disability. The clients listed 
as "other mental" were primarily thosT- with disabilities the VR program calls 
"character, personality, or behavior disorders'' (i.e., they do not fall into the other 
VR program categories as psychotic, neurotic, retarded, alcoholic, or drug abusing 
people.) 

Several private community training centers receive partial funding from the 
Community Training Center program in the state Division of Mental Hygiene and 
iMental Retardation, and partial funding from the VR program. These centers pro- 
vide a variety of services to preschool children and to adult developmentally disabled 
(primarily, mentally retarded) people for whom there is no other appropriate prevo- 
cational or vocational service program. About 180 adults were served in FY 1974. 

A small Vocational Training program operated by the Division of Mental Hy- 
giene and Mental Retardation served about 20 retarded adults in the Reno area. 

The special vocational education programs in county school districts served 
approximately 400 mentally nandicapped youth, most of whom are educable men- 
tally retarded. 

The Department of Employment Security primarily provides unemployment 
compensation plus job information and placement to unemployed people. The De- 
partment reported serving 79,073 people, including 337 mentally handicapped 
adults in FY 1974. Of these 337 people, 82 were placed in jobs, 8 were enrolled in 
training, 66 were provided counseling, 84 were referred to other training programs, 
and 30 were referred for supportive services (which includes referrals to the Bureau 
of Vocational Rehabilitation). 

While the vocational service programs in Nevada are valuable, several problems 
for mentally handicapped people were identified. They include unemployment (a 
rate approximately twice that for people without mental handicaps); little effort to 
combat significant underemployment (by any vocational service program); too few 
people served in relation to need (with the possible exception of vocational education 
services for retarded youth); differential levels of service by geographic area (north- 
south and urban-rural differentials exist for some handicaps); differential levels of 
service by type of handicap (especially the extremely low emphasis on serving 
severely emotionally disturbed youth in the vocational education program and the 
low emphasis on referring for service or serving all types of mentally handicapped 
people by the Employment Security program); a questionable allocation of about 
half the limited available VR funds in FY 1974 for service to mentally handicapped 
people with generally less severe "other mental" disorders (i.e., people who, accord- 
ing to VR definition, are not primarily psychotic, neurotic, retarded, alcoholic, or 
drug abusing); inadequate facilities (especially for rural Nevadans in their home 
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counties); inadequate short-term residential facilities (or rural Nevadans served in 
Reno and Las Ve^^as; inadequate referral and coordination between vocational and 
other types ofservice programs (especially between VR, Employment Security, and 
the schools, and between VR and some of'the mental health programs); and duplica- 
tion of* program responsibilities (in particular, the Vocational Training program 
overlap with the VR and Community Training Center programs). 

RECOMMENDATION 53: Provide (Da full comprehensive range of good-qual- 
ity vocational services in the Reno and Las Vegas areas and make them available 
equitably to all Nevadans in need, with short-term residential arrangements in those 
two cities for rural Nevadans. and (2) a limited range of the more frequently needed, 
less specialized, and long-term vocational services in the other geographic areas. 
Additional vocational services are needed in rural counties as well as in Clark and 
Washoe Counties. While a complete range of services should be available to resi- 
dents of'each of the counties, and ideally one would like to locate those services close 
to the residents' homes, in practical terms one must establish a hierarchy of needs 
and recognize the quality of services that realistically can be provided in each rural 
county. In regard to quality ofservices, it is difficult to obtain specialist stafTin every 
rural county, service specialists being in very short supply throughout Nevada. 
Three distinct options exist: (1) continue the present program and thus partially but 
inadequately meet vocational needs in rural areas; (2) undertake a very costly 
expansion to provide a comprehensive good-quality program ofservices in rural 
facilities; or (3) the option we recommend be adopted, offer improved long-term 
services locally in rural areas (e.g., education, competitive or sheltered work, and 
residence) but develop a cooperative arrangement to send people to the larger met- 
ropolitan areas for short-term (weeks) provision of good-quality specialized services. 

RECOMMENDATION 54: At least double the Community Training Center 
minimum funding level per client for those clients receiving services but not primarily 
funded by some other agency. For those longer-term activities of daily living, prevoca- 
tional, vocational, and sheltered-work services currently provided through the sev- 
eral community training centers in the state, we estimate that the costs that will 
be necessary to provide minimum-quality services are currently two to four times 
as high as the $1200 per year minimum funding provided per client by theCommun- 
ity Training Center program. The state has paid a maximum of $350 per enrollec 
per quarter year in large centers and $15,000 per annum in small centers. However, 
in P^Y 1974 primary funding was provided for some 183 adult clients at these centers 
by the Vocational Rehabilitation program and for a few children by a county school 
district. ^ 

RECOMMENDATION 55: Eliminate the Vocational Training program and 
transfer its personnel and current clientele to the joint VR-WARC program. The 
small Vocational Training program, operated within the Division of Mental Hygiene 
and iMental Retardation with personnel who have no substantial prior background 
in vocational services, provides services in northern Nevada that overlap those 
provided jointly by the VR program and the Washoe Association' for Retarded 
Citizens. Our recommended organizational change would provide more adequate 
supervision and direction of these staff members by profassional vocational service 
personnel, and consolidate the overlapping programs in the bureaucracy. 

RECOMMENDATION 56: Expand special vocational education programs to 
pnwide vocational services to some severely emotionally disturbed youth. The special 
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vocational education services to mentally handicapped youth focus almost exclusive- 
ly on mentally retarded youth. This diflerential level of service by type of handicap 
is hard to justify. Some emotionally disturbed children need and can benefit from 
special vocational education, too. 

RECOMMENDATION 57: bwrexisc the number of referrals from the Depart- 
ment of Employment Security to Vocational Rehabilitation of persons suspected of 
having mental handicaps who are not placed in jobs within a short time. The Depart- 
ment of Employment Security reported serving 337 mentally handicapped people 
among nearly 2700 handicapped peopl- served in FY 1974; 30 or fewer were referred 
to the Bureau of Vocational Rehabilitation. The Employment Security program and 
personnel are less able to adequately serve the more severely mentally handicapped 
people than are the VR program and personnel. 

RECOMMENDATION 58: Obtain improved program management and effec- 
tiveness information for each Nevada vocational service program. The information 
needed to manage some of the vocational service programs effectively is severely 
lacking. For the Vocational Education and Employment Security programs, for 
example, even the statistics on the number of mentally handicapped people served 
are of dubious validity. Even in the VR program, which has relatively good informa- 
tion, the real reasons clients are not accepted or are not rehabilitated are not clearly 
known oar tly because the information categories that can be marked on the forms 
do not permit the persons filling them out to fully express what they know. For 
example, although better reasons may be known to VR direct-service personnel, 
partly because of the design of the form the reasons most often marked for clients' 
being not accepted or not served were the clients' lack of response to or lack of 
acceptance of the VR program — categories of reasons that raise more questions than 
they answer. Finally, with the exception of the VR program, effectiveness data for 
vocational service programs are severely lacking. This information gathering does 
not require a really major or costly effort. The present effort in the VR program is 
more than adequate, although some of the information categories that program uses 
need revision so they are more illuminating (this can be done and still be consistent 
with federal reporting requirements). 

RECOMMENDATION 59: Improve outreach and r * al among vocational 
service programs and other nonvocational programs servi ^'i "-.nially handicapped 
people. In particular, we recommend increased numbers o; referrals to Vocational 
Rehabilitation of mentally handicapped youth leaving school working-age clients of 
the Income assistance programs, and unemployed working-age clients of the Mental 
Health Institute, the Mer.cal Rclnrdation Centers, the Mental Health Centers, the 
Rural Clinics program, th-: Jommu.^,:y Training Centers, private psychiatric service 
programs, and alcohol anc rj-i j^buse programs. The problem of lack of referrals 
between programs offering vocational services and other service programs for men- 
tally handicapped people clearly needs attention. In all of FY 1974, for example, only 
16 rehabilitated mentally disabled youth had originally been referred for vocational 
rehabilitation by the schools. Once service priorities are set, they can be achieved 
more easily if notification of the types of clients desired is clearly communicated to 
each referral source, and if referral of those clients is actively encouraged at the level 
of direct service personnel. There is a passive tendency to serve clients who present 
themselves or are presented to an agency, rather than to set out well-defined priority 
categories of people who need service and then actively reach out to find them. One 
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might take a dynamic and flexible appi *h depending on the level of vocational 
impairment. For example, VR might set cl ii all mentally handicapped youth before 
they leave school, and automatically give mildly handicapped youth both job infor- 
mation and placement assistance upon leaving school; then, ifHhey are not vocation- 
ally successful, full VR services could be given. Severely handicapped youth could 
be automatically offered full VR services beginning well before their scheduled 
departure from school (which is permissible under federal regulations). Whatever 
the priorities assigned, the program will come closer to meeting its goals with its 
available resources if effort is concentrated on finding, accepting, and serving clients 
in priority categories. We discussed referrals from the Department of Employment 
Security in an earlier recommendation. 

RECOMMENDATION 60: Either expand the VR program to serve more of the 
screrely mentally handicapped people in need, or restructure FY 1974 priorities to 
shift the VR caseload from emphasizing the generally less severe 'other mentaV 
handicaps toward emphasizinf^ more severe mental handicaps without increasing the 
tonsil budget. The VR program is not now serving all those in need because of mental 
health problems, mental retardation, and alcohol or drug abuse. This program 
improves the quality of life of mentally handicapped people by increasing their 
ability to function independently, to obtain employment, and to work at higher- 
quality employment. It also appears to yield economic benefits to taxpayers who are 
paying for the vocational services to mentally handicapped people (reduced service 
costs later in the mentally handicapped person's life, reduced welfare, and increased 
taxes paid by the mentally handicapped people) that exceed the costs of the program. 
The benefits to society as a whole a^e even larger than they are for taxpayers. (By 
"society,'' we mean all nonhandicapped and handicapped Nevadans considered as 
a group, including both the mentally handicapped people being served and the 
taxpayers who are paying for the service.) Even with assumptions designed to sub- 
ject the program to a difficult test, the economic benefits exceed costs to society as 
a whole and to the Nevada taxpaying population for every one of the prevalent types 
of mental handicaps that we considered (see Chap. 11 of the main text for the 
detailed cost/benefit analysis). The Nevada Bureau of Vocational Rehabilitation 
must set its own priorities subject to federal funding guidelines, but we question 
whether placing highest priority un people with psychoneurotic or "other mental 
disorders" (as evidenced by their being the two largest categories in FY 1974 in 
terms of numbers of clients accepted and average cost of services per rehabilitant) 
is consistent with current federal guidelines giving priority to more severely hand- 
icapped people. In fact, half of all VR case expenditures on mentally disabled 
individuals whose cases were closed in FY 1974 went for persons in the nebulous 
category "other mental disability" — people who were not disabled by alcoholism, 
drug abuse, mental retardation, psychosis, neurosis, epilepsy, cerebral palsy, Par- 
kinson's disease, or stroke according to VR definitions. We do not doubt that people 
with "other mental disorders of character, personality, or behavior" need and de- 
serve service, but the Division of Rehabilitation may wish to concentrate its limited 
resources more heavily on more severe mental disorders, in line with current federal 
guidelines. The quality of life benefits of successfully serving more severely hand- 
icapped people can be substantial, and our detailed analysis indicates such service 
can be justified in an economic benefit/cost sense for all but the most severely 
handicapped people. Our analysis in Chap. 11 suggests that benefits in relation to 
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costs may actually rise with the severity of handicap and hence with the initial 
vocational skill deficit of the person (up to a point in severity where preparation for 
any job is extremely difficult). In a February 24, 1976, letter to The Rand Corpora- 
tion, the Administrator of the Nevada Division of Rehabilitation indicated that 
priorities had been shifted toward serving more severely handicapped people. His 
Division's quantitative analysis of data from FY 1975 and the first half of FY 1976, 
when made available to the public, will allow assessment of the degree to which this 
shift in priorities has occurred. 

For a more detailed discussion of vocational service programs and cost estimates 
for the above recommendations, see Chap. 11 of the main text. 



MEDICAL SERVICES 

Nevada's medical service programs for mentally handicapped people can affect 
their lives importantly in two ways: by providing treatment for the physical health 
needs of people who have mental health, mental retardation, or alcohol or drug 
abuse problems, and by providing payments for both physical and mental health 
services. In addition to medical personnel and facilities, programs providing medical 
treatment or payment include Medicare, a federal program; Medicaid (Sfate Aid to 
the Medically Indigent in Nevada), and the Crippled Children's Services program, 
both joint state-federal funded programs; private insurance; and the privately spon- 
sored Easter Seal Treatment Centers. Refer to Chap. 12 of the main text for details 
of those programs. 

Private sector expenditures for medical care are not known, nor are the frac- 
tions of public medical expenditures devoted to mental health services and other 
medical care to Nevadans with problems of mental health, mental retardation, or 
alcohol or drug abuse. Program records typically are not kept in such a way as to 
enable the identification of, for example, a mentally retarded person being served. 
The only funds we can specifically identify as going for service to clients with mental 
problems are about $282,000 in Medicaid funds for mental health services (identifia- 
ble because they went to mental health service personnel), and about $75,000 in 
Easter Seal Treatment Center funds for mentally retarded clients. Obviously, more 
money than that went for people with mental problems, but we can only estimate 
the total. One might assume for lack of better data, for example, that the fraction 
of Medicaid and Medicare recipients who are mentally handicapped is the same as 
the fraction in the total Nevada population, and that average expenditures for a 
mentally handicapped client are about the same as for all other types of clients. 
Under those assumptions, the programs annually spend about $1 million for people 
with mental health problems, $1 million for mentally retarded people, and $4 mil- 
lion for alcohol and drug abusers. We caution that these are only order of magnitude 
estimates based on rather tenuous assumptions made in the absence of better infor- 
mation. 

Of the 27 Nevada hospitals, 12 offer mental health services, and 7 of those are 
on an emergency or partial hospitalization basis only. Outside of Las Vegas and 
Reno, only emergency mental health services are available, and then only at a few 
of the hospitals. Other medically related facilities include 18 facilities that provide 
continuous skilled nursing service, under medical direction, to convalescent patients 
not in an acute episode of illness, and 9 intermediate care facilities that provide 
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personal and healtl^'^^^*^ sup^rvisi^^" for People? who do not have illnesses, disease^, 
injuries, or other ^^^^dition^. that vvould req^iire the degree of care and treatment 
that a hospital or ^^'^l^d n^f-^jing facility ij^ designed to provide. Only 12 of the i7 
Nevada counties h^^^ skilled nursing facilities, and only 4 have intermediate care 
facilities. Apart i'fO^ geographic considerations of availability of services, several 
people we inten^j^v^^^ a'^eged that the operators of some of these facilities find Ways 
in practice of den/^^S adnii56ion to mentally handicapped clients. Con.'^equently, 
even where a faci)^^^ eSist^^ the services may not be accessible to mentally hand- 
icapped people. 

Currently, peop'^ if^ Nevada have three recourses in paying for mental health 
services, and for rt^^^ical services for all types of mentally handicapped people: (i) 
privately financed ^^^^ tho^^ ^vbo can afford it or who have health insurance that 
covers needed serV^^^^; ^2) prograrns that receive payment from public funds, such 
as Medicaid, Medi^^^^^r ^^d QriPple^ Children's Services i'or low-income people who 
cannot afford gOod ^^^e, and fo^ others who qualify; and (3) publicly financed direct 
service programs (^^^etimeg with charges to families of clients who can afford it), 
such as .he Mental ^^alth {^e^iars and Mental Retardation C ers. On the whi^ie, 
this three-part sygt^^ can be readily defended, but certain as| cts ' 'f the way it has 
been implemented ^^ed improvement. 

RECOMMEislP^^lON ^j: Conduct a ^uidy of the effe^U of requiring a manda- 
tory minimum l^^e^ covet^^^^e for menial health and mental retardation services 
in every private h^^^^^ '^^^Ura^i^'' /'^''O'- Private health insurance ofleu either ex- 
cludes mental he^'^^ cove^^^e or oriers m.ore limited coverage for mental health 
than for physical be^lth pj^^blems- The I975 session of the Nevada Legislature 
extended coverage ^^^Icohoj ^nd dmg abuse treatment by m.aking it mandatory fbr 
private health insU^^^ce to j^j-ovide at least a specified minimum amount of coverage 
fbr alcohol and dr^^ abuse treatment. Potential effects of requir'ng such mental 
health and mental ^^^^^'^^tiori service coverage include somewhat higher insurance 
costs, some decrea^^.'n the .^u^ber of people purchasing health insurance because 
of the higher costf ^^ereas^d quality-of-life benefits resulting from the increased 
provision of neede^^ .^ental health and mental retardation services, and decreased 
government expen^^^^^*^^ for services that are newly covered by private insurance- 
Before implement^^^ a mandatory coverage requirement, those potential effect^ 
require careful ex^^'^atiot) a function of the different min mum levels of mai.ua- 
tory coverage bein^ ^^nsidered ^^nd the types of mental disorders and services to be 
covered. 

With respect Publicly financed health insurance programs, the nonvvelfare 
poor population (tli^^^ v^ho^j.^ medically but not categorically needy and hence not 
el.igible for income ^^^istance) are in Worse shape with respect to financial access to 
medical services are t^^e who can afford private care and those who are on 
income assistance hence eligible for Medicaid. County Welfare off^c-, sometimes 
meet the medical ^^^d6 of ^.^e nonwelfare poor, hdt exclude mos. ytai health 
needs because of ^trained coUnty resources. To remedy this situL ti .--. ihe recent 
Nevada legislative ^^^committee for the study of the consolidation of sti :e and local 
welfare programs 1^^^ recot^^y^iended that '\ . . the legislature take action in 1^75 to 
expand the SAMj (f^^dicnid) program to irit^lude thr group known as 'medically 
needy, '"If SAMI ^v^^^ eSPatijed to meet the federal definition of '^medically needy/' 
financial eligibility ^^uld be limited to those having an income below 1334/3 per- 
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cent of the Aid to Dependent Children (ADC) grant level, after deducting medical 
ex[)onse.s. That expansior. aid not necessarily include everyone who now receives 
county medical a^ ^stance If the expansion were authorized, however, the state 
could obtain 50 p rn^nt federal matching funds. 

Concerning ADC. yet another point bears consideration. As determined by the 
State Welfare Board. ADC payments are currently 70 percent of the full standard 
of need in Nevada. Anyone earning between 70 percent of this need and full stan- 
dard (i.e.. earning between S230 and $329 a month for a family of four) is deprived 
not only of income assistance but of Medicaid benefits. 

RECOMMENDATION 62: Supplement statv monies by hilling private and pub- 
lic health iniyurance pro^ramii to the maximum extent feasible to pay for skife- 
operatcd direct .scri'ice pro^rami, for mentally handicapped Nevadam>, With respect 
to publicly operated direct service programs, such as the state mental health centers 
and mental retardation centers, neither public nor private health insurance pro- 
grams have been fully tapped in the pa.st to pay for those direct services. By billing 
for Service to those persons who have a means to pay (e.g.. those on Medicaid or with 
private insurance), state-operated program monies will be supplemented, allowing 
for provision of more services. Personnel of the Nevada Division of Mental Hygiene 
and Mental Retardation have taken steps in that direction recently and we endorse 
their efforts. It does not make good fiscal sense from the viewpoin t of the state as a 
u'hole to spend a dollar for service through the budget of the Division of Mental 
Hygiene and Mental Retardation, when the same service can be f unded through the 
Medicaid budget of the Nevada Welfare Division at a cost of 50 cents to Nevada and 
50 cents to the Federal Government. 

We note that the Medicaid program does not provide the same coverage for all 
age groups in the mentally handicapped population. One effort to modify this differ- 
ential coverage is embodied in the federal Social Security Amendments of 1972 (P.L. 
92-603), which authorize matching federal funds for care in psychiatric hospitals for 
Medicaid beneficiaries under 21 years of age, if certain requirements for patient 
evaluation are met. Nevada might consider exercising its option of matching the 
50-percent federal contribution in providing for the mental health needs of its youth. 
Currently, many youngsters in need of residential mental health care are unser\'ed 
or have been made wards of the state and been sent to out-of-state institutions, with 
the Nevada Welfare Division bearing the total cost. 

For a more detailed discussion of medical services, see Chap. 12 of the main text. 



RESIDENTIAL UVING 

Meeting the diverse needs of mentally handicapped people requires a range of 
residential programs suited to the various levels of individual functioning and serv- 
ice needs. These programs vary from full inpatient care facilities for people who 
have acute mental health problems or who are nonambulatory and profoundly 
mentally retar led, through less service-intensive intermediate care facilities, 
through semi-independent residential living programs that offer minimal supervi- 
sion and assistance. 

Earlier we discussed mental health, mental retardation, and lii :hol and drug 
abuse residential treatment programs intended w provide mor supervised 
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residential living. This section focuses on programs that provide supervised residen- 
tial living for people who are unable to live with their own families or to live 
independently in the community; these programs are not intended to and do not 
provide any other substantial mental health, mental retardation, or alcohol or drug 
abuse services. For a more detailed discussion of residential living programs, see 
Chap. 13 of the main text. 

Nevada's supervised residential living progams include foster homes for chil- 
dren, special foster homes called developmental homes for retarded children and 
young adults, adult group care and family care facilities, sheltered living apart- 
ments, the state Children's Homes, the state juvenile Training Centers, and the 
federal Stewart School for Indian children and youth. The latter three types of 
facilities have significant nuinbers of mentally impaired youth as residents, but are 
included in this discussion of supervised residential living programs because they 
provide no substantial mental health, mental retardation, or alcohol or drug abuse 
services. 

Data are not available on exactly how many mentally handicapped people are 
in s )me of these facilities, but adding the numbers for the facilities on which some 
information is available yields an estimate of at least 290 mentally handicapped 
residents, for v/hom the expenditures for sup^^^rvised residential living were at least 
$620,000 in 1974. Those numbers do not include estimates for nonwelfare clients of 
adult group care and family care facilities, or for residents of the state training 
centers or the Stewart School. 

RECOMMENDATION 63: At least double the number of people served by the 
developmental home and sheltered living apartment programs. The developmental 
homes and sheltered living apartments, which permit mentally retarded residents 
to live in sheltered foster-home or semi-independent living situations in the private 
residential communities, are for those people who are not yet capable of fully inde- 
pendent living, but do not need the much more dependent and costly residential care 
and treatment programs provided by the Mental Retardation Centers and the Neva- 
da Mental Health Institute. The major problem with these programs is their tiny 
size; only 30 people were served in developmental homes and only 27 in sheltered 
living apartments in the entire state in late 1974. The type of people now in these 
programs typically were served previously in the more institutionalized and much 
more expensive residential care programs, or were not served at all by the n.ental 
retardation programs. Based on information gathered in our interviews, it appears 
that at least twice as many placements into these sheltered living programs could 
be made if they had the capacity. As more mentally retarded people with functional 
abilities appropriate to these programs are identified, and as the skills of people with 
lesser functional abilities are improved so they can be moved out of a more restric- 
tive environment such as NMHI or one of the mental retardation centers, it is 
possible that the program could more than double in size. Creating more of these 
sheltered community living facilities would facilitate serving more people "in the 
least restrictive environment possible," which is one aspect of the state goal of the 
Nevada Division of Mental Hygiene and Mental Retardation (see Chap. 1). 

RECOMMENDATION 64: Establish facility and personnel standards and li- 
censing specifically for private developmental homes and sheltered living apartments 
for retarded people, and require that staff members receive specified levels of training. 
While these progran. i are good in theory, they can be subverted by poor implementa- 
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tion; We see potential problems in implementation in at least three areas that 
presently are handled on an ad hoc basis: facility and personnel standards for the 
homes and apartments; training of the staff; and supervision of the staff. 

RECOMMENDATION 65: Assign responsibility for all supervision of mentally 
retarded people living in private developmental homes in the community to the 
mental retardation centers, rather than having it shared by the centers and the 
Nevada Mental Health Institute. To help ensure the necessary continuing supervi- 
sion of staff of these sheltered living facilities, to simplify the bureaucracy, to help 
the developmental homes to function in a coordinated manner, to facilitate servin . 
thosf^ most in need first, and to provide the most efficient and effective support for 
the operators living in or near the developmental homes, it would appear that 
undivided responsibility for this program would be an improvement over the present 
situation, in which both the centers and the Institute are creating and monitoring 
developmental homes. To supervise rural county developmental homes, the mental 
retardation centers might contract with a local rural special education teacher of 
retarded children. The mental retardation centers, rather than NMHI, should he 
given this responsibility since personnel of the centers are located in both Reno ar.d 
Las Vegas, and those personnel are more skilled in working with retarded people 
functioning at the level where they are candidates for developmental home place- 
ment. 

RECOMMENDATION 66: Establish special minimum standards and supervi- 
sion for foster homes and adult group care and family care facilities that provide 
supervised residential living for people with mental health disorders, mental retarda- 
tion, and alcohol or drug abuse problems. While regular foster homes and adult 
group care and family care facilities presently are outside the domain of control of 
the mental health, mental retardation, and alcohol and drug abuse service system, 
it could only improve matters if those facilities that provide supervised residential 
living for significant numbers of people with these handicaps were subject to a few 
minimum facility standards and personnel selection and training standards, and 
received some supervision by state mental health, mental retardation, and alcohol 
and drug abuse personnel. These quality controls would help ensure supervised 
residential living of at least minimal quality for mentally handicapped people. 
Personnel with special expertise in serving mentally handicapped people should 
provide the supervision, just as the Mental Retardation Centers now do for the 
developmental homes. We caution that the purpose is to ensure at least minimally 
acceptable living conditions; care must be taken to establish reasonable standards 
so as not to cause existing residential living facilities simply to reject all mentally 
handicapped applicants because the standards are vie\/ed as too stringent. 

RECOMMENDATION 67: Refer each mentally handicapped foster child to the 
Division of Mental Hygiene and Mental Retardation or to a Division of Health 
Special Children's Clinic for evaluation, followed by appropriate service by both these 
Divisions and the local special education program if the presence of a mental disorder 
requiring services is confirmed. Of the children placed in foster homes by the Nevada 
Welfare Division, social workers suspect that more than one-third have mental 
problems. The Welfare Division has set up li specialized foster homes for some of 
these children. 

The Nevada Youth Services Agency facilities and related programs providing 
supervised residential living for children in the two state children's homes, the two 
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state 1 -aining Centers, the Home of the Good Shepherd, and the Spring Mountain 
Youth Camp were not established to serve as mental retardation and mental health 
treatment centers. Many of the children receiving residential care in those facilities 
are emotionally disturbed, however, and some are mentally retarded. Some provi- 
sion should be made to see that the mental health and mental retardation service 
system serves those children while they are in supervised residential care programs 
of the Youth Services Agency. There appear to be several reasons for the lack of 
delivery of mental health and mental retardation services to residents of those 
facilities: the facilities either have no mental health and mental retardation staff 
or do not have sufficient qualified staff; there appears to be considerable "buck- 
passing" on the part of other mental programs; and the capacity of o er mental 
service programs in Caliente, Carson City, Elko, and Boulder City, wh./e the four 
primary youth facilities are located, is not high. Most certainly, the rural locations 
of the training centers have strongly affected the type of program they have been 
able to offer. Rurality denies them easy access to the specialized personnel, pro- 
grams, and skills that are much more readily available in the urban centers' mental 
programs. Their remoteness also has made it difficult to recruit qualified staff. 
Finally, the present fragmented service system lacks coordination in assuring that 
all different types of these children's needs are met. 

RECOMMENDATION 68: Provide a professional psychological screening for all 
residents and referrals for residential care at the two Nevada Children's Homes and 
the two state training centers to identify potential mental health and mental retarda- 
tion problems: once mentally handicapped youth have been identified at these state 
facilities, the Division of Mental Hygiene and Mental Retardation should be required 
to provide-them with the appropriate level of services ranging from full residential 
treatment to day treatment to outpatient treatment. The primary burden for mental 
health service could be given to the Rural Clinics outpatient mental health program, 
which in 1974 did not serve most children from these facilities . However, before the 
iiural Clinic's program could adequately carry this acdiiional service burden, it 
would require considerable improvement such as that which we recommended ear- 
lier in this chapter, since the Rural Clinics program is now only an embryonic 
program with major deficiencies. If the Rural Clinics program is not improved, some 
other mecnanism for serving these mentally handicapped youth should be devel- 
oped. 

For a more detailed discussion of residential living programs, see Chap. 13 of the 
main text. 



INCOME ASSISTANCE 

Direct income assistance is available from the following sources in Nevada: 
federally funded Social Security Disability Insurance (SSDI), joint state and federal- 
ly funded Supplemental Security Income (SSI), joint state and federally funded Aid 
to Dependent Children lADCi, and county funded General Assistance (GA). See 
Chap. 14 of the main text for more detailed discussions of these programs than are 
provided below. . . 

Only in the SSDI and SSI programs can a mentally handicapping condition be 
a basis for receiving direct financial aid. The Nevada Welfare Division administers 
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ADC, Medicaid, and social services for aged, blind, and disabled people who receive 
their income assistance checks directly from the Social Seci:rity Adminiiitration 
under the SSI program. County General Assistance provides incomo> assistance for 
certain needy persons excluded tro^r federal and state aid becau.> o they are unable 
to meet all eligibility requirements. This ^'**oup includes persons who (1) are awaiting 
completion of processing of their ?l1 applications; (2) need emergency help; (3) are 
members cf intact families (both parents in the home); (4) are temporarily unable 
to work but not technically disabled under SSI and ^SDI rej2:ulations; and (5) possess 
income and/u ' re^^ources above the eligibility restrictions of other income assistance 
programs. '3olri the state- ana coimty-operated programs (ADC and GA, respective- 
ly) provide income maintenance to a defined population of f ancially needy people, 
Lome ( f whom also may happen to have mental handicaps. 

A.t le^.3t 1500 mentally handicapp ed Nevadans received income assistance, 
which amounted to at least $2 miliiup in 1974. The estimated number served and 
expenditures by program were at least Sl.l million and 450 people by SSDI; $550,000 
and 350 people by SSI; and $400,000 and 740 people by ADC. Data were not available 
on GA expenditures for mentally handicapped people. Data are not available to 
break down those totals meaningfully by type of mental handicap for any of the four 
programs. 

RECOMMENDATION 69: Identify each mentally handicapped person receiv- 
ing financial assistance, refer him or her to other appropriate service programs (or to 
the Direction Centers we recommended above), and maintain much more complete 
program planning data. Without accurately knowing both the numbers of mentally 
handicapped persons served and the nature of their disabilities, there is no adequate 
way to plan and evaluate the system. The collection and assessment of these types 
of data would provide the necessary feedback to evaluate the present system, help 
assess its effectiveness, and meet those service needs exposed. Without adequate 
information in a usable format, it is not possible to ensure the provision of other 
needed nonfinancial assistance services. The income assistance rolls are an excellent 
potential source of referrals for other programs; it is a source that has not been fully 
tapped, with the possible exception of referrals of SSI applicants for vocational 
rehabilitation. 

RECOMMENDATION 70: Any mentally handicapped ADC recipients who are 
also eligible for SSI should be transferred to the higher-paying (and primarily feder- 
ally financed) SSI program. This would not only provide a more nearly adequate 
income for the mentally handicapped people involved, but would do so at less cost 
to the state (although at more cost to the Federal Government). The improved 
screening recommended above would facilitate this. 

RECOMMENDATION 71: Supplement the federal SSI payments to mentally 
disabled people with state funds to provide a more nearly CLdequate level of income 
assistance. The current SSI maximum payment schedule runs below that of the 
federal poverty level. The Office of Economic Opportunity's poverty level (as of May 
22, 1974) is $2330 a year for one person, and the Bureau of the Census uses a poverty 
level of $2396 per year (as of 1973) for a nonfarm male individual under age 65 living 
alone. However, SSI payments for a disabled person living independently were a 
maximum of $1890 in July 1975; an individual's other sources of direct or indirect 
income may result in an actual payment below the maximum allowable. While 
nonfinancial assistance is also provided to mentally handicapped people on financial 
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assistance programs (see Chaps. 4 to 13 of the main text for discussions of those other 
services), most basic needs, such as for housing, utilities, and clothing, are met 
through the mechanism of direct cash transfers. In order for income assistance to 
continue to fulfill the function it was designed for, the state supplementary figure 
should periodically make allowances for inflation. We note that the state currently 
provides a supplement to the federal SSI payment for other categories of SSI recipi- 
ents for whom the cost of meeting basic living needs is not clearly higher than it is 
for mentally handicapped Nevadans. 

For a more detailed discussion of income assistance, see Chap. 14 of the main 
text. 

PRIORITIES ON RECOMMENDATIONS 

We have developed 71 recommendations for improving services to people in 
Nevada with mental health disorders, mental retardation, and alcohol and drug 
abuse problems. The choice by Nevadans on which recommendations, if any, to 
implement depends on the goal chosen and on the level of effort the government and 
other Nevada organizations are willing to make in imp oving services. The oflScial 
state goal for the Nevada Division of Mental Hygiene and Mental Retai Jation with 
respect to delivery of services is to "strengthen the delivery system toward a full 
continuum of mental health and mental retardation services in the least restrictive 
environment possible, to ensure that needed services are available to all citizens, 
regardless of age, location, race, sex, creed, or income."^ (See Chap. 1.) In light of this 
state goal, Nevada officials can choose to make different levels of effort. We discuss 
three possible levels of effort below, and have grouped our recommendations accord- 
ing to those levels of eff'ort: slight or no change in level of effort; modest change in 
the current effort; and the substantial change in level ofelfort required to meet the 
state goal. If Nevada officials choose not to make the subsiantial change in level of 
effort required to achieve the state goal, then not all 71 of o recommendations can 
be implemented and priorities must be set on those recommendations. In that case, 
Nevada should focus the limited available resources on the most important recom- 
mendations, rather than attempt to do everything and perhaps end up doing very 
few things adequately. The 11 different dimensions presented in Chap. 1 for assess- 
ing service system performance in relation to system goals are useful in setting 
priorities, since they represent different types of costs and effects of recommen- 
dations that should be considered in setting priorities. Recall that those dimensions 
were concerned with such factors as costs, availability of a full range of needed 
services, coordination of services, the quality of available services, sufficiency of 
service capacity in relation to need, equity of service distribution, future economic 
effects of service, and effects on the quality of life of the mentally handicapped 
person. Setting priorities would be easy if progress toward the state goal could be 
measured exclusively on one dimension for every recommendation. Unfortunately, 
the costs and effects of recommendations for improvement in the mental health and 
mental retardation service system must be measured on several different dimen- 
sions. And with the data available, it oflen is possible to know only the qualitative 

' Office of the Governor, State Goals, State of Nevada, Carson City, Nevada, March 1, 1974. 
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direction, not the quantitative amount, of the changes in the costs and effects on 
various dimensions. Consequently, setting priorities on recommendations such as 
r.urs necessarily must be a matter ofjudgment about the magnitude and natu. 
the costs and effects of the different recommendations, and a matter of judgme... 
about tradeoffs among the different types of costs and effects. 

In setting priorities, we are suggesting that certain of our 71 recommendations 
be implemented before others. In selecting those that we suggest be given priority 
and implemented if Nevada officials desire to make only a slight or no increase in 
the level of effort, we have stressed low-cost recommendations. In selecting those 
that we suggest be given priority and implemented if Nevada officials desir? to make 
a modest increase in the level of effort, we have stressed recommendations aimed 
at reducing the greatest gaps in the range of needed services, the greatest deficien- 
cies in service capacity in relation to need, and the most serious deficiencies in the 
quality of services that now are available. Of course, the use of different goals and 
criteria may result in different priorities from those we suggest below. 

In our judgment, the types of recommen^^ations we suggest be implemented at 
each level would contribute most toward me .ing the state goal for the specified level 
of effort. Our recommendations are summarized in Table 2.1, grouped by type of 
service and by three different levels of effort government officials may choose to 
make to remedy the problems. The number beside the summary recommendation 
in the table indicates the numerical order in which the complete detailed recommen- 
dations were presented earlier in this chapter; it does not indicate priority. 

The cost estimates presented later in this section are for the increase in annual 
expenditures required by the recommendations. The estimates were developed by 
using expenditure data from currently operating programs and using other informa- 
tion from Chaps. 4 to 14 of the main text. Each recommendation was costed in 
arriving at the total estimates, which we are confident are of the correct order of 
magnitude of the annual expenditure increase required. Extremely detailed cost 
analyses were not made and presented in this report, however. The actual annual 
cost increase will depend on exactly how Nevadans decide to implement the recom- 
mendations. 

Status Quo Level of Effort 

The status quo level of effort, involving slight or no increase in total resources 
for services, might be chosen by those who are more interested in holding the line 
on current expenditures than in resolving the major service problems that exist. 
Such a choice is understandable, but Nevada clearly is not achieving and cannot 
achieve its state goal with respect to delivery of services to mentally handicapped 
people if there is little or no change in the current level of effort. Furthermore, the 
wisdom of economizing on current service expenditures for people with mental 
handicaps can be challenged on humanitarian grounds for all services, and on 
long-term economic grounds for some types of services (e.g., prevention of certain 
types of mental retardation, and vocational rehabilitation). An implicit tradeoff is 
between the cost of current services and the implicit cost associated with the dimin- 
ished quality of life of the person who is unserved or inadequately served. 

Even if there is to.be only a slight increase or no increase in the level of effort, 
by which we mean a 5 percent or less increase in annual expenditures, many of our 
recommendations can be implemented, as shown in Table 2 1. Our several recom- 
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Table 2.1 

Summary of Are.-s of Recommenda'^':ons and Costs, by Desired Change 

IN Level of Effort 
(Fiscal Year 1974 expenditures = $35 million) 



Su^jii»sto(i Priority Art-as of KrcommiMulalions by DesiriMl (ni.uij^c in Lfvi«l of V.U'or. 

Mi'ctinfi Ml tln' 



KstiniaU'd Anmial cost increase 
$1 S million (5 percont) 



of 



1 Kst;il)lish K*■^t.>n;ll Direction Crntrrs 
1 Stron^'thrri st;iu- ntivisory fitiards 

ti Assj^n sprcific r«'S|)()iisil)ilily for 
■ >rrvrnti(»M of iiu'nt.il i. tardaUon 



\ :\ Atloratr special <Mlui';jti(»n ftinds t)y 
spt itfic li.irulicap and cnrurc*- ciir- 
r»Mit sl.iiulurcJs 

\y\ Ki-vist* prcschnni proi^riini ftu'iis in 
(-■ommunity Trainiiifi CVntrrs 

!7 K<ni.si> pnvschool projirjrni focus in 
Spm.jl ('hiklrt'n's C'linics. 

1^ Incroast' reffrrals from schonls to 
olfuT MTvicc' a^encit>s 
f>lit:iin brttrr information on 
sp.M lal (Mlucation and irainin^^ 
pn ij^r.ims 

20 Kill authnri/.ed [)rofi'Ssiun;it staff 
positions at the Las V»';;;»s Mrntal 
H.'alth Cc^nter 

Incri-aso Rural Clinics offi/its for 

pfopio wjth substantial mental 

health (lis<:>r(lers 
2(J Hfvi.se iho Las Vc^as Children's 

Behavioral Services staff and the 

MTV ice focus 
29 Prnvifle specif > (1 staff mix ami 

chrnl foi'us :ti ('hildren's iJehav- 

loral Services residential i>roi^rams 
:\\ Restrict um" of Mentally His 

ordered Offender Facility lo 

priwiners 

Prov M. ph;. 

health unit a' 
37 Fi<wise iKe ■ 

four sf -'^.'ns 
3H 01 iMr-,a».ion on inen- 

iftj h'.alth p. >>ii-.ir;.s 



V allv secure mental 
f NMHI to fulfill 



Minivst Increase 

Kstinialed annual cost increase of S1C> 
million (16 percent); adopt all **sli;^ht 
or no chan^:e in desired level of effort" 
reromnnMidations in each service need 
an-.i. plus those listed belov 



28. 



32. 



P^stinialrd annual eost increase of $27 
million (77 [lercent). adopt all "slijiht 
or no chanjic" and "modest incn-ases in 
desired level of effort" recommendations 
in each service need area, plus those 
listed below 



Provide l)ehavioral anil psycho- 
lo^iical scrernin;^ once for each 
younn school child 
Screen hitih risk ^;roups for 
mental health disorders 

Increase the nunnber of special 
education units funded 
IVovide ap[)ropriate special educa- 
tion and training to mentally re- 
tarded Nevada Mental Health 
Institute (NMHI) residents 



Up^^rade rural mental health staff, 
and add part-time travelins ser- 
vice teams based at NMHI 
Establish an upijraded mental health 
technician personnel classification 
and university-basod trainintj 
pro;*ram 

Improve follow-up treatment of 
{leople released from residential 
mental health projjrams 
Create programs to providti an in- 
termediate level of mental health 
services over an extended time 
period for children and adults 



1-L 



Kxpand j^eneiir counselinji with 
respect lo menial retardation. 
Ivnsure provision of immunizations. 
Hh desensili/.ation and VKV screening 
Kxpand family planning servici's. and 
create a hi^h-risk rej^istry for newborns 

Kstablish In-allh and developmental 
screenin}'. of new school enrollees 
Improve Medicaid e.irly screening and 
follow-up 

Expand Special Children s Cli-^'cs' men- 
tal retardation diagnostic services 

Increase state special education technical 
advisory staff an(^ provide technical 
assistance to rural counties 



30. 



33. 



35. 



Provitie 2-l-hours-a-day emerjioncy crisis- 
intervention service in m''ntal health 
centers and Rural Clinics 
Establish a second community mental 
health center in Clark County 
Expand the Reno Mental Health Center 
into a full Cfimmunity mental health 
center 

Provide mental health services to men- 
tally retarded people if needed. 
Correct major deficiencies in mental 
health services noted in the NMHI accred- 
itation report 

Establish halfway houses for people with 
m<'ntal health disorders 
Provide .specified mental health services 
in Nevada State Prison 
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Table 2.1 (Continued) 



Sii^^icslcd Priority ArcMs of Recommondations by Desired Chun^jo in Level of Effort 



MfHh'st Incrvasv 



Mvvtinfi All tfw .Vcrds 



Mvntat liclanl 
S'rri'iCt'.s- 



.•1 tcohnl Mild 



Serviccfi 



ficsiflcniial 
[.tvtnfi 

Scr If tec ft 



59. 

r»i. 



fi2. 



Incnmr 

Asstslance 



Do not reduci' I'xi.stinu NMHl 
mental rt'tard.ition stuff si/.c when 
n«*sert Drvclopnu'iilal ('jMitcr opens 
('()nw)lidat'« .state mentnl returd- 
ati«)ri [>ri>i:rarr. '>ntr()l l)y removing 
(untrni <»!" nv , 1 retardution .ser- 
vic<'.s fr<'ni ' .MHl Director 
Kxpand ^i- i ••ducation and train- 
inn, apji: ' i.ite, for Ka^le Valley 
Children .s Homt' r«'.sident.s 
Oht.iin better information <»n mental 
retardation [»rouram.s 

()|jlain better information on aico 
liol and driit; al)u.si' pro^^rani.s and 
prevalence* rates 

Stri'amlme thi- ort;ani/.aliotial stnie 
lure for alcohol and druu ahii.se 
pri>i:r;ini.s 



Provide specilied general vtica- 
tional servifi-.s in rural areas, 
with .sh(»rl lerm mt^re speciah/.ed 
><"rvifes in urban areas for rural 
residents 

Con.solidate the Vocational Tram 
in\: pro'^ram with specified voca- 
li»»nal prt)^ram 

liu'rease ri'ferrals from Kniploym<'nl 
Security to the Vocational H('h:il>il- 
itation program 

OI)tain better information on voca- 
tKiiial .M'rvice prot^rams 
Increase referals from nonvocution- 
al to vocational service prt>^rams 

iitudy the effcct.s of man(lat(iry 
mental health and mental retard- 
ati{)n s*»rvice coverage in private 
health insurance 

Supplement state-operated program 
funds by billing private and public 
health insurance to extent feasible 

Establish standards for develop- 
mental homps and sheltered livin^^ 
a parlments 

Conscdidatc deve|;,pmental home 
supervision responsibility 



Transfer mentally handicapped 
Aid to Dependeivt Children re- 
cipients to the Supplemental 
Security Income program, if 
they qualify. 



39. Improve the NMMl mental retarda- 
tion [)rouram to nu'et JCAH ac- 
cretlitation standards 

•11, Provide the e(|uivalent of the 
D'vsert Developmental C'enli'r 
scnires to northern Nevadans, 
but defer major facihty construc- 
tion 

•I'i. Improve training of state "Ti'ch- 
nictans" serving menially retarded 

plM)pU^ 

■If). Provide sp<'('ial service's tt) men- 
tally relarded priscine's 

19 Create a compreliensive alcohol 
abuse trealm<'nt program for the 
l.as Ve^jas area 

r>0. Provitie alcohol and dru^ detoxifi- 
cation services tbronnhout Nevada 
1 Kstablish rehabilitation liouses for 
rural alcohol and druj; abusers 

r>2. Fvstablish a full ini)atient treatment 
program lor drun abusers 



63. Double the size of the <levelop- 

mental home and sheltered apart- 
ment living programs 



66. 



67. 



68. 



69. 



D(nd)le the Community Training! Onter 
minimum funding: [)er cli<'nl 
Provide vocational t'ducation for <'m<)tion- 
ally disturbed youtli 

Kxpand the Vocational lloliabilitation pro- 
gram or .shift the caseload cm!)h;Lsis t(j 
.serve more severely handicapped clients 



Implement standards and .supervision 
for foBter homes and Adult Group 
Care and Family Care Facilities serv- 
ing mentally handicapped people 
Refer mentally handicapped foster 
children for services as appropriate 
Screen residents of Youth Services 
Afjcncy facilities for mental handicaps, 
followed by services as appropriate 

Identify financial assistance recipients 
with mental han<licaps, and refer for 
services as appropriate 
Provide a state supplement to the SSI 
payments to mentally hajidicnpped people 
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iiiendations on management practices and organizational structure, for example, 
can be implemented at little or no additional cost but can enhance the control, 
coordination, and performance of the service system. Better program management 
and service effectiveness information can be obtained. Without increasing the over- 
all level of resources expended, Nevada can shill the client focus in certain pro- 
grams, as outlined in two of our low-cost recommendations. As to priorities among 
different types of mentally handicapped people, this is a matter for the juagment of 
state officials and is beyond the province of this study. If state officials choose to 
maintain the status quo ..-vel of effort, the question of the relative emphasis to place 
on ,service to people with mental health disorders, mental retardation, or problems 
of alcohol or drug abuse — that is. who will not be served — is not an sy or comfort- 
able one to answer. 

Each of the recommendations shown in the "slight or no increase in the level 
of effort" column of Table 2.1 was placed there because of its low cost — an estimated 
increase in annual expenditures in the SO to $100,000 range — with one exception. 
Our recommendation for establishment of two Regional Direction Centers would 
cost approximately $500,000 a year. Regional Direction Centers are included be- 
cause they are a key element in a set of recommendations primarily aimed at 
improving the management, coordination, and information in the service system. 
The presence of K^vgional Direction Centers would enhance the effectiveness of the 
other recommendations in that column also aimed at improvement in management, 
coordination, and information. The total estimated increase in annual expenditures 
required to implement all recommendations in the "slight or no increase in the level 
of effort" column is $1.8 million. 

To begin to resolve most of the major problems we noted, however, expenditures 
and staff will have to ex[)and. The state goal for the mental health and mental 
retardation service delivery system cannot be achieved with only a slight or no 
increase in the level of effort. 

Beginning to Face the Facts 

State officials might also choose to make some modest increase above the current 
level of effort in recognition of the massive problems that still prevail with Nevada's 
mental health and mental retardation service system. By "modest,'' we mean up to 
a 50 [)ercent increase in annual expenditures above the FY 1974 level of effort. 

If the level of effort is to be increased, we would add certain priority types of 
recommendations to those already cited for the "slight or no increase in level of 
effort" ca.se. Recommendations listed in the "modest increase in level of effort" 
column of Table 2,1 are those which we feel address the greatest gaps in the range 
of needed servi'^es, the greatest deficiencies in service capacity in relation to need, 
and the most serious deficiencies in the quality of services that now are provided. 

For people with mental health disorders, we would assign priority to our recom- 
mendations in the areas of identifying people in need of service by screening high- 
risk groups and screening each schoolchild once; expanding special education to 
serve all seriously emotionally disturbed children the law now says must be served; 
restructuring, upgrading, and expanding rural mental health services; providing 
improved follow-up treatment of people released from residential mental health 
programs; providing intermediate levels of mental health services to those needing 
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them over an extended time; and substantially upgrading the skills of mental health 
technicians. 

For mentally retarded people, /e would assign priority to our recommendations 
in the areas of: identification of people in need of service by screening each school- 
child once; increasing special education resources to serve all those children the law 
iiov>' says must be served, and to provide appropriate special education and training 
to mentally retarded Nevada Mental Health Institute residents; expansion of devel- 
opmental homes and sheltered apartment living opportunities in the community; 
providing the equivalent of the Desert Developmental Center s range and quality of 
services to northern Nevadans; improving the training of state "technicians" who 
serve mentally retarded people; providing special services to mentally retarded 
prisoners; and bringing the severely deficient mental retardation program at the 
Nevada Mental Health Institute up to accreditation standards. 

For alcohol and drug abusers, we would assign priority to our recommendations 
in the areas of: creating drug and alcohol detoxification services statewide; creating 
a comprehensive alcohol abuse treatment program in the Las Vegas area; creating 
an inpatient drug treatment program analogous to the one existing for alcohol abuse 
treatment at the Nevada Mental Health Institute; and creating rehabilitation 
houses plus an outpatient program in rural Nevada. 

We stress that, within the above lists for each type of mental handicap, we do 
not mean to imply relative priorities by the order in which we present areas of 
recommendations; and we repeat that state officials must decide on priorities among 
handicaps. We further note that, immediately above and in Table 2.1, we have 
described areas of recommendations in brief general terms; the complete recommen- 
dations v;ere presented in earlier sections of this chapter. 

Implementation of each of the recommendations cited in the "modest increase 
in level of effort" column of Table 2.1 would require an estimated increase in the 
level of annual expenditures of approximately $16 million, or about 46 percent above 
the FY 1974 level of expenditures. Of all the priority recommendations, the one for 
increasing the number of special education units funded for mentally retarded and 
seriously emotionally disturbed children is the most expensive, an estimated $5.8 
million annually above FY 1974 expenditures. Our estimate of the cost of each of 
the other recommendations is $1.2 million or less annually, and usually substantial- 
ly less. Even if Nevada officials approve that $16 million increase in level of effort 
for the priority recommendations we listed, many of our 71 recommendations, which 
we regard as necessary to resolve major service system problems for mentally hand- 
icapped Nevadans, would not be implemented. 

Meeting All the Needs 

If Nevada officials decide to make the level of eC^rt required to meet all the 
needs of each different group of mentally handicapped people, then all of our recom- 
mendations should be implemented. The question is whether Nevada officials are 
willing to make the commitment necessary to achieve the official state goal. 

We estimate that the total increase in the level of effort required to implement 
all 71 of our recommendations would be approximately $27 million per year above 
the level of FY 1974 expenditures, depending on how state officials implemented the 
recommendations. This represents a 77 percent increase. One of our recommen- 
dations, for increase in the income assistance level in the Supplemental Security 
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Income program, will benefit both physically and mentally handicapped people; only 
the cost of the increase associated with the mentally handicapped population is 
included in the above estimate. Implementation of our recommendations is not 
inexpensive, but we believe it is necessary if Nevada is to achieve its official goal for 
the mental health and mental retardation service delivery system. 

The fact remains that there are great unmet and inadequately met service needs 
of Nevadans with mental health disorders, mental retardation, and alcohol and drug 
abuse problems. It is up to Nevada to say how far it is willing to go in meeting those 
needs. 

The full unabridged main text of this report, published separately as Rand 
report R-1800-FLF, Mental Health and Mental Retardation Services in Nevada. 
provides details and supporting data for our findings and recommendations. 
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